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The diseases caused by intestinal parasites are given 
little importance due to indifference towards social condi-
tions. Intestinal parasitic infestation is a global problem. 
On the average, an individual living in the tropics has a 
good chance of harbouring at least one species of intestinal 
parasites and some people may become host of five even. The 
human alimentary canal provides a home for many intestinal 
parasites which live in a dynamic relationship with their 
human host who must provide all the energy and nutrients 
required for both to survive. Parasitic disease develops 
when the equilibrium between the host and its intestinal 
intruders is upset/ as parasite activity depletes host 
resources and causes physical and metabolic damage. The 
public health significance of any relationship between human 
and their intestinal parasites will not be assassed satis-
factorily untill thorough longitudinal studies are carried 
out. Intestinal parasitic studies now have become an inter-
disciplinary subject requiring contributions from anthoro-
pologists, clinicians, epedemiologists, and sociologists. 
The present study conducted to reveal social, cultural, 
biofamiLial and familio-environmental factors are responsible 
for the spread of these diseases. 
It is fact that these diseases cannot be controlled 
only immunization, chemotherapy, anti-helminthic and vector 
control drugs, but alongwith these other measures re]a ting 
to social, economic, cultural, behavioral, environmental 
aspects are also necessary. These are equally important to 
control and check these diseases. 
Now one has to look "beyond the germ theory" of 
disease into the total life situation of the patient and 
the community in search of multiple factors of diseases. 
With this view the present study conducted in two 
different settings: rural and urban. Both have high rate 
of incidence of parasitic infection. For the present study 
300 cases were taken for investigation. 150 cases from 
Rural Health and Training Centre, Jawan, and 150 cases from 
Urban Health and Training Centre, Zohrabagh, Both the 
centres are attached to the Department of Community Medicine, 
J.N. Medical College, A.M.U., Aligarh. 
Stufiy had been conducted to achieve the following 
objectives: 
(1) To study the socio-demographic traits of rural and 
urban patients suffering from intestinal parasitic 
diseases. 
(2) To study the social and environmental conditions in 
terms of: 
(a) Housing and locality 
(b) Water supply and drainage 
(c) i'ood ana dietry habit 
(d) Personal hygiene, 
where the patients of intestinal parasitic diseases 
live, and to comparatively analyse them in rural and 
urban settings. 
(3) To find out the relations, if any, of the social and 
environmental conditions with the parasitic diseas and 
compare them in two different settings: rural and urban. 
(4) To study the cultural constraints that help to spread 
the intestinal diseases and comparatively analyse them 
in rural and urban communities: 
(5) To study the perception of rural and urban patients of 
the aforesaid disease and their outlook towards socda 1 
conditions and to find out their relation, if any, with 
the disease. 
In order to achieve these objectives investigation v/as 
carried out on the basis of stool examination ofthe intestinal 
parasitic infected patients among the registered families of 
urban Health and Training Centre, Zohrabagh and Rural Health 
and Training Centre, Jawan. The study was conducted with 
the help of a structured interview schedule. The data thus 
collected were analysed statistically and various relation-
ships were found out with the help of percentages and the 
square tests. Personal observations were supplemented with 
the study to assess some other factors which prevailed in 
the localities and their social and cultural behaviours. 
The study had been devided into eight chapters; 
The first chapter describes the social, cultural and 
environmental aspects of disease, health and illness. 
Social perspectives about the causation of diseases. The 
relation between medicine and society as well as between 
man and parasites, hazards of the intestinal parasites* and 
about the problem. 
The second chapter deals the review of the concerned 
literature. The third chapter explains the methodology, 
objectives of the study hypothesis and statistical analysis 
of the study. 
Fourth chapter deals with the independent variables, 
like age, sex, marital status, family status, education, 
occupation, income to expose the important features of the 
population under study. 
In the fifth chapter it is attempted to present the 
findings about social and environmental conditions in terms 
of housing and locality, water supply and drainage, personal 
hygien and dietry habits and their conduciveness in spreading 
the diseases. 
The sixth chapter deals with the cultural constraints 
that help to spread the parasitic diseases. 
In the seventh chapter, it was tried to know the 
patients perception and their reaction to the disease and 
their treatment. 
The last chapter entitled as CONCLUSION summarises 
social and cultural factors that prevail in the area where 
the intestinal parasitically infected patients dwell and 
with suitable suggestions to overcome this problem. 
The present study confirms the established fact that 
incidence of intestinal parasitic diseases and their spell 
is high in pre-school children. 
Morbidity pattern has also shown a close relation-
ship with social and economic class, literary status, 
family size, occupation and income. The prevalence of 
intestinal parasitic infection is significantly high in 
inadequate social condition. It also reveals that there 
is much awareness about the health and parasitic diseases 
among the people in urban population. The rural people 
are comparatively less aware of the causation of diseases 
but they rely more on indigenous and traditional remedies 
for treatment. The deep rooted customs, beliefs associated 
with the causation and treatment of the disease are still 
important for rural people whereas the urban people are 
not so much traditional as the rxiral people are. 
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MOHAMMAD JAWEIXJULQ^NAIN 
P R E F A C E 
Social problems and physical physiological disorders 
had been of extraordinary importance for those students of 
Applied Sciences and Social Sciences who are interested in 
solving the problems of human beings. Medieval period Muslim 
physicians and the scholars of medicine had been so much 
interested in it that they developed a discipline of tempra-
ments of the human beings as well as the edible items and 
medicines. This approach lost its significance slowly and 
gradually by strangnence in the research progress of the 
medieval medicines. 
As the discipline of modem western medicine is the 
true inheritor of the medieval, medicine system, it has, in 
its process of development, has again cane round to the same 
social aspects of the science of medicine which had previously 
developed to the stage mentioned above. 
However, the interest of modem medicine is more in 
the social aspects of the diseases and their care with reference 
to the patients, it has droped out the absolete approach of 
tempraments. This widening of the approach of the modem 
medicine has attracted the attention of the scholars and re-
searchers of the disciplines having affinity with the medical 
science. 
-ii-
I have had been interested In the medical science 
from the very begining due to my early studies of natural 
sciences. When I completed my masters course in Sociology 
I was inspired by the idea of utilizing my previous background 
for the research persuits in Sociology. This is how I come 
round to the point of studying certain ailments and their 
care influenced by social and sociological conditions. There 
had been a lot of studies of many diseases and their causes 
have already been traced into social settings. Amongst these 
diseases the diseases caused by parasites have attracted much 
attention. Due to which some social factors have also been 
enumarated. But no organized thorough research work has been 
done which could provide required confidence on the mention of 
the factors that have a social and sociological bearing. 
After consulting the literature on all the types of 
parasites that germinate in the human body, I found that the 
most common and prevalent are the intestinal parasites which 
cripple the growing development of young children and shortend 
the life span of groups. Further, the intestinal parasites are 
commonly considered to be the very innocent inhabitants of the 
human digestive system. Hence a large population allows the 
coexistence of these parasites with the bearers. The diseases 
caused by such unwanted guests are not assigned to them but to 
some other things. The people protie to these parasites also 
don't bother about knowing the causes leading to the entrance 
of the eggs of these creatures inside the human body. 
-iii-
The scholars of the discipline of medicine do not 
have much opportunity of exposure to the social sciences, 
especially Sociology and medical Sociology. Hence, the 
interest in the social problems^factors and causes are 
limited to a certain extent beyond which a physician or 
medical scholar cannot go. I have the opportunity of having 
been the student of both the disciplines had the courage to 
take up this problem of intestinal parasites in their social 
contexts. 
I have had studied the literature on my problem in 
the fields of medical science and sociology to my physical 
means and limiting within the human capabilities. The popula-
tion which I studied was existing communities of rural and 
urban areas. It has been my opportunity to find out the 
patients bearing intestinal parasites through the two commu-
nity health centres. I may mention over here that there were 
certain difficulties in tackling the respondents, still it 
was very interesting to contact them, take them in confidence 
and know their ailment problems. These respondents on the 
whole gave a vivid and very clear image of the poor Indian 
population existing in a wretched health condition and highly 
ignored ecological conditions. They need much done for them 
in this regard. May this modest research attempt be helpful 
in improving their lot. This is the sprit with which this 
thesis is being submitted for academic appreciation. 
-iv-
As far as the organization of the thesis and its 
chapterization is concerned, they are summarily described 
in the abstract of the present thesis. 
C H A F T E R O N E 
I N T R O D U C T I O N 
Down the ages, human response to illness and the 
conception of health and disease has varied from society to 
society and culture to culture. Human illness have been 
perceived as individual physiological disorder caused by a 
particular disease or some supernatural power who is responsible 
for such illness. The illness, it was believed that, is a wrath 
and anger of some supernatural power and the disease as an 
agent of that power which enter into human bodies makes suffering 
to the individual souls. In this perspective the steps were 
taken to cure the body by taking some medicine or by ritualizing 
some witchcrafte or animistic devices to minimise the influence 
or subside in anger of some supposed supernatural power. As 
society developed the perception of illness and disease also 
changed. 
Human response to his surroundings and environment 
ultimately depends upon his conception of the universe and his 
place in that meaningful universe. In other words his entire 
psychological responses and physical activities depend i:^ pon 
his ultimate orientation his relationship with natural and 
supernatural realms. The entire socio-cultural values of a 
sociely rest on some such ultimate assumptions and individual 
by internalizing these values behave in the conformity of such 
value system. With the rise of scientific temper and secular 
attitute the entire human perception of illness and disease was 
bomd to change and it changed by driving out the entire host 
of animistic power from the realm of human health. But till 
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before, 19th century the problem of 'health and 'disease' was 
seen in isolation it was assumed that it is an individual 
phenomenon, But slowly and gradually it was realized that since 
an Individual does not live in isolation rather he lives in a 
society, the society in turn would be a determinant factor in 
dealing with- the conception and problem of health. The 
particular life style, customary habits and cultural ethos can 
give rise to different responses to health and disease. In 
other words a disease is socially conditioned and cultural factors 
have an important role to play in this regard. 
Hsalth and Illness 
Man has always been keen for keeping his body sound and 
healthy. Hs persistently compensates certain deficiencies and 
develops certain potentialities for adopting various ways and 
means so as to maintain his physical equiblereum. Health is 
evaluated on certain criteria which are commonly accepted in all 
societies and nations. Hence, they are universal and global, 
consequently, accepted to be scientific in nature and global 
in character. However, the health problems always have a 
reference to ttie specific social and cultural conditions. If 
these conditions are scientifically determined liie spread of 
certain diseases can be predicted well before time. Moreover, 
the knowledge about pattern and style of life as well as social 
norms and beliefs, facilitate to understand the health and 
13 
illness In its correct perspective. William Cockerham observes: 
" Knowledge about norms, values, beliefs, social 
structure, and life style has provided insist not 
only about the social organization of human resources 
design to cope with health hazards, but also about 
the nature and causes of illness"^. 
Health is now considered to be an important concept as 
well as a globally accepted social goal. It is also considered 
as a basic human right to be enjoyed by all people for the 
satisfaction of tiieir needs and quality of their lives. Ibe 
30th World Health Assembly held in 1977 decided that the main 
social target of Governments and the WHO in the coming decade 
should be the attainment by all citizens of the world of a level 
of health, that will permit them to lead socially and economi-
cally productive life - a goal that is termed as " Health for 
all" by the year 2000 AD^. By the motto " Health for all" 
is meant that every individual should have access to primary 
health care and throu^ it all levels of a comprehensive health 
system, with the objective of continually improving the state 
of health of the total population. 
1. William Cockerham, Medical Sociologv. Prentice-Hall, INC, 
— J New Jersy, 1978, 
2. WH0(1981) WHO Chronidle. 35, 79 
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Health, thus, emerges as a major instrument of overall 
social development as also a promising element in -ttie creation 
of a new social order. Health, as Park perceives, is " man*s 
natural condition, his birthright. It is the result of living 
in accordance to the natural laws, pertaining to tihie body, mind 
and environment, Ihese laws relate to fresh air, sunli^t, diet 
and life style 
World Health Organization also takes the similar conditions 
into account and explains it " as a state of complete physical, 
mental and social well-being and not merely liie absence of 
4 
disease or infirmity" • However, this view of health has been 
criticised by many thinkers. Some of them are of the opinion 
tiiat the term 'well-being* is vague as it has no acceptable and 
infaliable measure or indicator. A serious criticism of the 
World HealUi Organization's view of health as social well-being" 5 is found in a renowned antiiropoligist. Firth's writings:-
According to him it is difficult to decide as a what 
it means by " social well-being" as it always has 
different connotation in different societies. It is an 
accepted fact that every social phenomenon differs both 
in time and space. As such, its impact on the health 
also becomes varied. 
3. Park and Park. Ttext Book of Preventive and Social Medicine, 
M/s Banarsi Das, Jabalpur, PP. 12 
4. WHO (1948) Itechnical Report Series. 
5. Firth, Raymond: 'Religious Beliefs and Personal Adjustment', 
Journal Royal Anthropological Institute of Great Britaine 
and Ireland. 78; 25-43. 1948, 
According to Ruth normal behaviour has very wide range and is 
largely related to cultural environment. But, if we try to 
develop and exaggerated respect for taboos and cultural diffe-
rences then probably all programmes of human welfare may have 
6 7 to be given up for ever. According to Hasan the term 
" social well-being means the absence of such evils from society 
as addiction to vices and all types of misconduct, delinquency 
and mental discord" . Ihis may include the absence of such 
customs and practices in the society which have adverse effects 
on tiie physical and mental health of the individual and the 
community and presence of such habits, customs and practices 
which may possibly help the maintenance and promotion of physical 
and mental well-being. He fur-tiier explains that the concept of 
"positive health" provides an inspiring and stimulating 
philosophy as it stands for the increasing acceptance of the 
fact that physical, mental and social phenomenon are interrelated, 
The state of positive health implies the notion of " perfect 
functioning of the body and mind. It conceptualizes health 
biologically as a state in which every cell and every organ is 
functioning at optimum capacity and is in perfect harmony with 
the rest of ihe body; psychologically, as a state in vrtiich ttie 
individual feels a sense of perfect well-being and of mastery 
over his environment; and socially, as a state in which the 
6, Ruth Bendicts, Patterns of Culture. Mentor Book, the New 
American Library of World Literature, Inc. New York, 1953. 
7. Hasan, K.A. Medical Socioloty of Rural India. Sachin Pub. 
A>er, 1979. 
individual's capacities for participation in -Oie social system 
are optimal.® 
However, tbe definition as given by V/HO cannot be said 
as realistic, it is rather idealistic in the sense that it is 
irrelevent to eveiT^siy demands as no body qualifies to be 
healthy, i.e. having perfrect biological, psychological and 
social functioning. Purthennore, heal-tti cannot be defined as a 
state at all, rather it should be considered as a process of 
continuous adjustment to "Uie chaning demands of living and of 
the changing meanings that we give to his life itself. Bie 
ancient saying that "nothing stands still" is equally valid 
in the case of health. Ano-Uier drawback is that health, like 
happiness, cannot be defined in exact measurable terms. Inspite 
of these limitations, the concept of health, as defined by WHO, 
is broad and positive in its implications, it sets out the 
standard of positive health as a GOAL or IDEAL for which people 
should strive. 
Ideal heal-tii will, however, always remain a mirage because 
Q 
everything in our life is subject to change . Health in this 
context has been described as a potentiality the ability of an 
individual or a social group of modify himself or itself conti-
nually, in the face of changing conditions of life. In working 
for positive health, the doctors and the commxmity health experts 
8. Twaddle, A.C. and Hessler, R.M., A Sociology of Health. 
St. Louis, Mosby (1977). 
9. Rene, Dubos, WHO Chronicles 23! 499, 1969. 
n J 
face the same situation as "ttie gardeners and farmers do with the 
insects, moulds and weeds; tlieir work is never finished. 
Health cannot be understood in isolation. It is the 
environment where man lives and tiie relation between man's 
environment and his state of health is described as the study 
of ecology of heallii. Ecology is defined as the science of 
mutual relationship between living organisms and "ttieir environ-
ment. basic theme of ecology is that every thing is related 
to everything else. Human ecology is concerned with the broad 
10 setting of man in his environment. According to the 
ecological approach health has been defined as a state of 
dynamic equilibrium or adjustment between man and his environ-
11 
ment. One can imagine it graphically as a balance scale with 
the pans representing the disease, agent and human host, and 
the fulcrum, tiie environment and health, as a state of equilibrium 
between the disease agent and human host. When this balance is 
disturbed for any reason, illheal-tti results. Another group of 
sociologists describe health as a relative rather than a 
positive concept. According to Ahmad and George " health is 
not an ideal state, but biologically a "normal" state, based 12 
on statistical average" . For example, the average weight 
of a new born bady in India is 2.8 Kg. and considered to be 
healthy one while in developed countries the weight of a healthy 
baby is 3.8 kg. Similarly, the other normal health standards 
10. Hanlon, J.J., American Journal of Public Health 59, 4, 1969. 
11. H.R. Leavel and Clark E.G. Preventive Medicine for ^ e 
Doctors in His Community. Mc Graw Hill, New York, I9b5. 
12. Ahmad, P.I, and Cohelo, George V. Towards a New Definition 
of Health. Plenum Press, New York, iy/y. 
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differ from country to country in many respects. What is normal 
in one country may not be normal in "ttie other one. This very 
fact makes it evident that the health is a relative concept,^^ 
as health standards vary according to culture, social classes 
and age groups. Ihis implies Hiat heal-tti in any society should 
be defined in terras of tbe prevailing ecological conditions. 
Biological perspective has traditionally been the most important 
aspect of medical sciences, and Uie major part of a physician's 
training is devoted to biological theories of bodily functioning 
and disease. But even biological factors must be understood in 
the light of their environments in v»4iich they operate. External 
environment generally makes particular demands from bodily 
functioning, and the body adopts to these demands in both 
physical and physiological sense. As it is evident tiiat physical 
adaptation is based on "ttie environment in which the man lives. 
According to Rene Dubos " environments are continuously changing, 
and man adapts to these changes not only in a social and 
14 
psychological sense, but also in a biological sense" . This 
view can be explained further in relation to the changing 
behaviour of the body and its ability to accommodate to new 
threats and challenges and thus, biological homeostasis. But 
these biological accommodations to changing environments may 
also be disruptive in liie sense that they cause personal 
13. WHO. Itechnical Report Series 137, 1957. 
14. Dubos Rene, Mirage of Health. Utopias Progress and Biological 
change. New York: Har Per 1959. 
13 
discomfort and strain in ttie biological organism. Similarly, 
social adaptation to the new pattern of culture and new ways of 
living may pose serious threats to the body's homogenesis. Thus, 
although the body may accommodate environmental changes, tiiese 
adaptations also cause problems of health and disease. Thus, 
the cultural approach to heal Hi involves the study of the 
relationship between cultural content and cultural life styles, 
15 
and between definition of health and responses to Illness, 
The culture of a group affects every aspect of growth and deve-
lopment, the acquisition of goals and aspirations, the risk 
factor to which one is exposed and modes of responses and 
adaptation. From conception to death, almost every major life 
experience is conditioned, to some extent, by cultural beliefs 
and orientations. It is a fact -tiiat tiie health of a person 
manifests his life style. Patterns of illness and disease in 
society are generally influenced by social values and their 
impact on iiie family set up and liie individual's own occupation 
and recreation is manifested. 
The social perspective, alttiough it overlaps the 
cultural one to some extent, directs attention specifically to 
the requirement of family life, work and social activities 
generally. It also takes into account the norms involving 
sickness and response to sickness. The social context determines 
15. David Mechanic, Medical Sociology. The Free Press, London, 
1978, p, 63. 
13 
the conditions under which one can claim illness and be released 
from usual obligations and responsibilities without stigma. 
Sociologists have treated the social view of illness in terms 
of the sick role, which has been conceptualized as an ideal 
type for the purpose of attempting to define the social properties 
of sickness definition, ttie condition under which a person can 
legitimately claim illness, and his responsibility in responding 
to illness. In our social analysis, we must not fail to recognise 
that health is a social value and is often judged as relative 
to other social values. As we place much emphasis on ttie 
individual and his uniqueness, in a popular way we tend to assume 
that health and preservation of life was not negotiable. To 
take a less extreme example, the cost of healthcare is usually 
16 
weighed against other social and personal needs. In a report 
of the Ifealth survey and Development committee health is defined 
a term which implies more than the absence of sickness in an 
individual rather indicates " a state of harmonious functioning 
of the body and mind in relation to his physical and social 
environment so as to enable him to enjoy life to the fullest 
possible extent and to reach his maximum level of productive 
17 capacity" . 
Concept of Illness and Illness behaviour 
Physicians are so accustomed to think of illness in terms 
16. Persons, Tfeilcott, Ihe Social System. R?ee Press, New York. 
17. Bhore, Joseph, Report of Health Survey and Development 
Committee, 1946, London. 
i: 
of germs and viruses that they assume it as a biological contant, 
a pathological condition that is verified from Laboratory-
tests or other forms of clinical examination. From a cultural 
point of view, however, illness is quite a different thing; it 
is social recognition that a person is unable to fulfil his 
normal roles adequately, and that something must be done about 
the situation. In other words, we must distinguish between 
disease, a pathological concept, and illness, a cultural concept. 
We speak, for example, of plant and animal diseases,quite 
divorced from culture. But man's diseases become socially 
significant only when they are identified as illness, a physio-
logical malfunctioning that is seen to threaten the individual 
and his society. Another way to point out the distinction is to 
say that a medical doctor wishes to cure disease but he treats 
illness, for it is usually the impairment of function and not 
18 the presence of disease pathogens that causes us to seek aid. 
Societies define illness in different fashions, and 
according to different symptoms that are accepted as evidence of 
illness by the society. They may be ignored by other societies. 
Definitions within the same society may also change according 
to time. It can further be observed that each society's defini-
tion of illness becomes institutionalised within its cultural 
pattern, Hie measure of social development is a culture's 
18, Eisen-berg, Leon, quoted by Foster Andorson's Medical 
Anthropology , 1978, New York, p, 40, 
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conception of illness. In primitive societies illness was 
defined as an autonomous force or " being" , such as an evil 
apirit, which attacked people and settled within their bodies in 
order to cause them pain or death. During the Middle Ages 
illness was defined as a punishment for sin, and care of sick 
was regarded as religious charity. Today illness is defined as 
a state or condition of suffering as the result of a disease 
or sickness. This definition is based upon the modem scientific 
view that an illness is an abnormal biological affiliation or 
mental disorder with a cause, a characteristics train of symptoms, 
and a method of treatment. 
Contrasted with disease, which is a concept of biology 
more specifically of pathology, illness is a phenomenon which is 
apparent to the individual in tenns of an altered state of his 
perception himself. He feels sick and hence, may act in ways 
which are different from those who might normally be expected of 
him. Because it is commonly the case that some kind of physical 
disorder about which a medical scientist can think and act in 
terms of his concept of disease is associated with the feelings 
of sickness. 
Not only does the concept of illness differ from that of 
disease, but we must also distinguish between illness as a 
personal event and as a social phenomenon. Illness is a personal 
event to the extent that each of us attempts first to evaluate 
the meaning of any symptom of which we become aware. Quite 
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naturally, this evaluation would be conditioned by our knowledge 
of an experience with these symptoms. So it can be said that as 
long as what we £eel is not communicated to others or what we 
do is not observed by others. Illness, this remains a personal 
event• 
Illness becomes a social phenomenon when it becomes 
visible to others and when this leads to modification of the 
social interaction patterns between sick man and those around 
him. The awareness by others that a man is ill usually occurs 
through one or both of two routes. First, it may be a result 
of their direct observation of the sick man's action. Secondly, 
tneir observations would be supplemented by the sick man's 
communication of his feelings to others. 
Medical view of illness is that of deviance from a 
bfl-oiogicai norm of health and feelings of well-being. This 
view involves the presence of a pathogenic mechanism within 
the body that can oe objectively documented. The aignosis of 
a disease, for example, results trom correlation of observable 
symptoms with knowledge about the physiological functioning of 
the human being. Ideally a person is defined as ill when his 
or her sjpmptoms, complaints, or the result of a phycical exa-
mination and/or laboratory tests indicate abnormality. 
In medical sociology, illness may be viewed as a deviant 
social state brought about by disruption of normai behaviour 
through disease ( a biological state ). An illness can be regaroea 
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by sociologist, as a social entity aetinabie in terms of social 
19 functioning, 
-Sociological view of illness as a aeviance was initially 
20 
tormulatea by Talcott Parsons in his concept of sick role. 
Pdrsons saw being sick as a disturbance in the "normal" conai-
tion of the human being, both biologically ana socially. The 
basis tor aescribing illness as a form of deviant behaviour 
lies in the sociological definition of aeviance as any act or 
behaviour that violates the social norms within a given system. 
Sociologists h^ve viewed of illness as a social event, 
Accoraing to them it can be founa outsiae of biology <ind 
meaicine by inciuaing illness withxn the general category of 
deviant behaviour. The early casual theories of aeviance in 
sociology were essentially biological moaels that aetineu the 
sources of aevicince as something inherent in certain individ-
uctls. Unaesirable behaviour wds thought to be caused by the 
genetic inheritdnce of comDineition, ^ ^ 
But the functionalist approach sees deviance as a stable 
and objective state, not within an individual but within a 
dynamic social system. So according to functionalist theory, 
illness is ays-functional because it threatens to interfere 
with the stability of social system. 
19. Edward A. Suchman, "Stages of Illness and Medical Care" 
Journal of Health and Human Behaviour, 6 (Pall, 1965) 
PP. 114-128 
20. Op. cit, p. 95 
21, Op, cit. 
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22 Talcott Parsons concept of sicJc role represents the 
most consistant approach to explaining the behaviour-character-
istic of sick persons. It is cased on the assumption that being 
sick is not a deliberate and knowing choice of the sick person, 
though illness may occur as a result of motivated exposure to 
infection or injury. Thus, criminal is thought to violate 
socialnorms because he "wants to", the sick person is conside-
red deviant only because he "can not help it". The specific 
aspects of Parsons' concept of sick role can be descrioeo in 
tour basic categories: 
1, The sick person is exempt from normal social roles. 
2. The sick person is not responsible for his or her 
condition. 
3. The sick person should try to get well. 
4, The sicK person shoula seek technically competent 
help and cooperate with the physician. 
As stated above, the sick role is a social roie, and, 
as such, it imposes certain obxigations on the sick person. 
These obligations are designed to bring the sickman back to 
a taste of health as rapidly as possible ana at the same time 
minimally limit the disruption of group processes from non 
performance of roles. The normal state of being well means 
that being ill is undesirable and, therefore, one is obliged 
22. Op. cit. 
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to yet well dS quickly as possible, Relatea to this is the 
obliyation to seek competent tecnnlcal heip <ind cooperute in 
the proces of getting well. 
Parsons' concept of the sick roie is a usetul sociolo-
gical approach to illness because it views the patient-physi-
cian relationship within a frame work of social roles, attit-
udes and activities that Doth parties bring to the situation. 
The sick role evokes a set of patterned expectation that defi-
ne the norms and values appropriate to oeing sick, tooth tor 
23 
individuals and tor others who interact with the person. 
Neither party can define his role independent ot his partner's 
role. The physician's role is, as Parsons tells us, to return 
the sick person to his normal state of functioning. 
The basic distinction between disease and illness is 
that £>y disease we mean an objective phenomenon characterized 
by altered functioning of the body as a biological organism. 
However, apparent their manifestations, diseases are hidden 
processes which can only be understood as their observable 
signs are related to a body of knowledge about the way in which 
the human organism works. By illness we mean a subjective phe-
nanenon in which individuals perceive themselves as not feeling 
well and, therefore, may tend to modify their normal behaviour, 
2J. Cockerwam C. William, 19 78, op, cit, p. 93. 
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DISEASES; 
Disease is a universal pnenomenon and* tnerefore, 
aftects ail peopie everywhere but not always with the same 
degree or in the same way. With the progress of civilization 
3:rom the primitive to modern man, the concept of disease also 
evolved by stages trora supernatural and deistic origin to the 
natural and raultiractorial causation. Diseases* as treated in 
modern medicine, are a specific kind of biological reaction 
to some kind of injury or change affecting the internal envir-
24 
onment of the Dody. As such, they can De understood and 
dealt with only after they have been brought to the attention 
of men skillea in biological sciences. The usual way in which 
it originates, is the fact that someone feels sick and, in an 
attempt to do something about it, ne consults a physician or 
some one-eise consi«^erea to be a Wiseman for its remedy or cure. 
The concept of disease usually refers to sane deviation 
from normal functioning that has unaesirabie consequences beca-
use it proaucespersonal discomfort or adversely affects the 
individual's future health status. On the practical everyaay 
basis, it is possible to iaentify and aeal with aisease proce-
sses, as people often complain about pain and aiscomfort. These 
ccMnplaints can then be investigatea as to whether they fit to 
a recognizable clinical pattern of aisease. 
24, Wiley Forbus, Reaction to Injury, Balamore, Williams 
ana Welkus 195 2 
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The etymological meaning ot aisease, according to 
25 
Webster Dicitionay, is " a aiscomtort; a conaition in which 
boaiiy health is seriously attacked; deranged or impairea, a 
departure trom a state of health; an alternation of the human 
body interupting the performance of vital.functions". It is 
also meant as a "conaition of body or same part or organ of 26 
the boay in which the functions are disturbed or deranged," 
Further, it is aefined in Butter Worth, Medical Dicitionary. 
A disease is the sum of total ot the reactions, physical and 
mental, made by a person to a nomious agent entering his boay 
trom without or arising within (such as a microorganism or a 
poison), an injury, a congenital or heriaitary defect, a meta-
bolic disoraer, a fooa aeficiency or a degenrative process. 
These causes pathological changes in organs or tissues which 27 
are revealed by characteristic signs and symptoms. Tnese 
explanations do not indicate when ana how a aisease-state 
begins, Difterent scientists have made various attempts to 
explain the disease. Accordingly, the ecologists explain it 
as " a maladjustment of the hioman organism to the environment" ^ ^ 
Sociologists treat it as a " Social phenomenon They try to 
explain it in sociological perspective and concentrate on how 
disease affects human groups and the ways in which groups react 
to disease. Disease, is common to all societies and is defined 
25. Webster Dictionary. 
26. Oxford English Dictionary, Sixth Edi. Oxford University Press./1981 New Delhi. 
27. Butterworths Medical Dictionary, Second Ed. London Boston 
19 78. 
28. Gregg Alam, American Jorunal of Public Health, 46,1384,1956, 
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and treated in terms of the specific cultural forces prevalent 
29 
in them. 
Sociologist, generally analyse diseases in four dimen-
sions.^® At the first place, diseases are neither uniform nor 
random in their occurance rather they are usually observed to 
be more or less common among various social groupings. The 
study of these differential distribution of xllness in terms 
of our knowledge of social structure and the differing life-
styles imposed on people, frequently provide cxues about the 
nature and causes of aiseases. Secondly; people tend to view 
the events of aisease from the perspective of their perticular 
culture, and, based in part on these perspective, they tend to 
respond to the aisease in pre-dictabj.e ways. Thirdly, they 
develop an array of institutions to treat systematically the 
diseases which appear in their groups. These institutions may 
be relatively simple, such as the role of medicineman, or 
they may be very complex, such as modern hospital medical 
centre. Fourthly, we may suggest that tne treatment of diaease 
Involves more than the mere application of medical Knowxedge 
through meaical institution.^^ In sociological perspective the 
important issue is to study the impact of aisease on group life 
rather than a particular aisease. Disease like some other hximan 
enemies, constitute a threat to group unity and survival whether 
the size of the group is family or a society. It can aisrupt 
29. Suchman, E.A. Sociology Ana the Field of Public Health, 
Russel Sage Founaation, New York, 19b3, 
3 0. Cockerham, Op. cit, p. 23. 
il. Roaney, M. Coe, Sociology of Meaicine Mc Graw Hill Book Co, 
New York, 1970.,' p. 1. 
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comrnunication between group members, incapicitate leaaership 
(or foilowership), reduces the ability of group members to 
carry out assigned or ascribed social roles and tasks^ anac 
alter the ways in which group members perceive and repond to 
one another. It is, theretore, important tor the continued 
32 
existence of a society that it enacts defenses against disease. 
In this sense, describing diseases in terms of defense measures 
taken by human group reflects the history and development of 
public health, particularly the attitudes of society towards 
the sick person. Diagnosis ot a uisease is made by correlating 
the observable signs or symptoms of a disease with knowledge 
about the functioning of the human organism. Thus, unaerstan-
aing of disease depends on the observation of altered abnormal 
states of human organism. These signs may be objectively obser-
ved and even measurable, such as elevated boay temperature or 
skin rash, or they may be subjective symptoms, such as pain 
in back.^^ 
Disease and Environment 
Environment is a reservoir of forces which support or 
threaten lite and which have, among other powers, mulagenic 
properties over the genotype of all living things. Ill-health 
or disease represents ecological disequilibrium or lack ot 
3 2. Bradley Buell; Community Planning tor Human Service, 
New York, 1979., p. 1, 
33, Cyril M. Mac Bryde, Sigs and Symptoms, Phiiadlphia; 
Lipincott, 19b4 p. 1, 
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harmony within the environment. The physical, chemicai., toio-
iogical and socio-cuitural hazards (Stimuli) ot the environment 
place man's health in jeopardy and promote disease. 
Man is inherently bound to the physical# biological and 
socio-culturai environment of which he forms an organic part. 
The actual state of human organism, whether healthy or showing 
pathological traits, depends on the interaction of the Internal 
melieu of the human being (the maintenance of homeostasis) the 
hazards ot the external environment, ana the complex inter-
relationships of the two. Diseases or health problems are the 
environmental problems. 
Both 'health and disease* are concepts; they are expre-
ssions of the aegree of harmony or conflict between man and his 
environmental support systems and environmental challenges, as 
he endeavours to cope with them in oraer to survive. Health 
represents harmony between man ana his environment (ecological 
equilibrium); m health or disease is lack of harmony in the 
environment (ecological aisequxlibrium), 
The environment is a matrix of physical, biological and 
socio-cuitural circumstances which surround man and affect his 
physical, mental and social well-being. It is the milxeu in 
which he has lived curing many hundred thousana years of his 
biological evolution. It is the sum total of his habitat, economy 
and society, and as such, embraces not oniy his lite-support 
system (air, water, food, shelter), but also the multiplicity of 
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provocative forces which bear down on him and attect his 
general well-being. The environment is, in effect, a reservoir 
of physical, chemical and biological forces which support and 
threaten, and which have, among other powers, mutagenic proper-
ties over the genotype of all living things. 
The hazards or provocative factors of the environment 
which endanger man's health and promote disease may be grouped 
as physical, biological ana socio-cultural ones. These all 
factors, however, are all interrelated and interdepenaent. When 
they become a hazard to human health they are called to be the 
stimuli. They aisturb the homeostasis of the human organism 
ana act contrary to the normal workings. 
Physical' Environment 
The physico-chemical stimuli of the environment cover 
a wide range. They are relatea to the atmosphere, water ana 
soil. For example, if the htmiidity is high, the atmosphere will 
not absorb the moisture which the body wishes to dispose of, 
and the internal temperatures of the body will rise, resulting 
in heat stress, heat stroke and prickly heat. 
Human organism is maae up of 6 2% water, hence, it can 
not survive without ana intake of water. Yet water can poison 
or deprive the body by an exvess of deficiency of organic and 
inorganic constitutents, some of which are in the form of 
solution, some in suspension or emusion and SOTie floating on 
the surface of free swing. 
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Biological Environment 
Human organism is so accomoclative that several parasites 
permanently live in it without causing any structural change or 
functional disturbance. They are in a state of mutual tolerance or 
commensalism. On the other hand, in the atmosphere, in water and 
in the soil there are virulent microbes (bacterias, viruses and 
other microscubic form of life) which are responsible for many 
human diseases. In susceptible hosts, water-borne pathogens cause 
such disease as gastro-enteritis, dysentry, typhoid, cholera etc. 
In the atmosphere, either independent, or else on or within victors, 
are the pathogens responsible for the common 'Cold'or influenza. 
The germ theory of disease, or the concept of specific 
acetiology, is not as simple as its earlier proponents imagined. 
There are many situations in which the microbe though a constant 
and ubiquitous components of the environment cause disease only 
when there is some weakening of the patient by another factor 
(malnutrition, over work, psycho-social disturbance) which allows 
infection to proceed unrestrained, at least temporarily. The 
presence of a disease microbe is a necessary but not a sufficient 
cause of communicable disease. Relationship between man and 
microbe are rarely simple and static; usually they are exeedingly 
complex and in a state of flux, 
Socio-cultural Environment 
Health risks, associated with the human and socio-cultural 
environment, are numerous; They are essentially man-made or self 
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imposed and relate to, or are the consequences of the distri-
bution density and raorbility of population, of occupation, 
housing, diet socio-economic status and deviant life style 
habits• 
Epidemiological concept of disease 
Natural history of disease is a key term in epidemiology. 
It signifies the way in which a disease evolves in the absence of 
intervention. Epidemiology is one of the most important investi-
34 
gative perspectives in the study of health and disease. As 
Hollingshead has written, "The trlxomph , •, has been its utility 
in helping researchers trace out, step interdependencies between 
the life ways of individuals and the appearance and non-appear-
ance of disease in p o p u l a t i o n , T h e epidemiologists attempt to 
determine as to who, in a particular population, on a specific 
occasion, and under afinite influences, develops a disease. 
Typically, the epidemiological approach is used in attempting to 
gain increased understanding of a disease whose causes are 
unknown, Epidemiological method can be used for other purposes as 
well, such as to explore specific hypothesis involving not only 
gross social characteristics like race, sex, and social class, 
but also those involving expectation systems, social attitudes 
and other characteristics of persons and groups, 
34, Lilienfeld, Abraham M, Foundations of Epidemiology. New 
York; Oxford University Press, 1976, p. 766. 
35. Hollingshead, August B, "Sane Issues in the Epidemiology 
of Schizophrenia", American Sociological Review 26; 
1961 p-5-13, quoted by David Machemic p, 130, 
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Epidemiological description of disease in human popula-
tions has two major aspects; the study of incidence and the 
study of prevalance. %ideraiology can, thus, be defined as 
"measurements of the circumstances when diseases occur, where dis-
ease tend to flourish, and where they do not."^^ ^n epidemiolo-
gist or a sociologist as an epidemiologist is, therefore, concerned 
with exploring human ecology as it relates to the health of human 
beings and their environment. Epidemiological Studies carries 
out using groups rather than individuals as the significant unit. 
In such studies one set of characteristics of a population is 
correlated with another set of characteristics in order to 
account for variations smong population. The use of such 
correlation-usually reffered to as ecological correlation is 
common in public health work. 
The natural history of disease comprises two phases; 
37 
prepathogenesis and pathogensis. This refers to the period 
preliminary to the onset of disease. To understand it fully, 38 
the stages of epidemiological research is illustrated in shows's 
investigation, it may be helpful to point out the major elements 
about which information is collected in contemporary investiga-
tions, namely, disease agents the environments, and the human host. 
(a) Disease agent includes, (1) biological agent, such as 
insects, fungi, bacteria, viruses, protozoa, helminths 
36. Paul, John R. Clinical epidemiology# Chicago; University of 
Chicago Press 1966. 
37. Leavel op, cit. 
38. John ^now, on the mode of canmunication of cholera, London,1958 
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(2) Nutrient agent, such as fats, carbohydrates, proteins, 
vitamins, minerals and water, (3) Chemical agent such 
as gases, dust, and solic particles in the air (4) physical 
agents, such as radiation, temperature and humidity, 
pressure and radiation, and 
(b) Environment agent; 
The environment is defined as the aggregate of 
all external conditions and influences affecting the life 
and development of an organism, human behaviour and 
society. It includes (i) physical environment, such as 
wheather, climate, water, air, housing soil, heat, 
radiation and noise (ii) biological environment includes 
virus, insects, rodents animals, plants and man himself, 
(iii) Social and econanic environment reffers to 
socio-economic status and type of occupation. It also 
includes cultural values, customs, habits, beliefs, 
attitudes, morals, religion, education, standard of 
living, community life, health wervices and social 
and political organisation. 
(c) The Human host; 
It is a consideration of demographic factors such 
as age, sex, race, genetic factor, marital status, nutri-
tion, occupation, immunity, social class, human mobility 
as well as physical condition or constitution, habit and 
customs and life style. These three elements of diseases 
are interrelated with each other. Their interrelation is 
9 7 
explained in the following diagram 
DISEASE AGENT 
HUMAN HOST PREVENTIVE MEDICINE ENVIRONMENT 
It is evident from the avoce elaborations that disease 
is not an outcome of one or two factors. It is caused by multiple 
factors. The diagram depicts the relationship of these elements, 
A clinical investigator would concentrate his efforts on the 
relationship between the disease aggent and human host. Preventive 
medicine, on the other hand, focuses its activities mainly on 
removing the changing aspects of the environment which are 
deleterious to human health, such as by sanitation or by mani-
pulating the human host in such a way as to prevent harmful 
aspects of the environment from taking effect, e.g., by immuni-
zation prograxnmes which permit the disease agent to suirvive in 
it.39 
When we use the term social environment in epidemiological 
research, we are referring to actual living conditions, such as 
poverty or crowding and the norms, values, and attitudes that 
reflect a particular social and cultural context. Societies have 
39, (Coe) op. cit. 
13 
Epidemiology has contributed significantly to our present day 
understanding of multifactorial causation of disease. Medieval 
men are looking "beyond the germ theory " of disease into the 
total life situation of the patient and the community in search 
of multiple factors of disease. Some epidemiologist; have used 
the term " web causation " for the multifactorial causation. 
In summary, epidemiology is a useful descriptive and 
analytical discipline. Most frequently it is used for the 
purpose of generating clues for better controlled clinical and 
experimental investigation, for estimating the need for health 
services, and for describing the workings of health care system. 
Medicine and Society : 
Medicine has at times been called a social science, but 
of course it is not that any more than it is a physical science* 
Medicine is a synthesis of many disciplines; it is essentially 
the practice of knowledge and skills and attitudes helpful for 
the sick.^^ 
The idea that "medicine is a social science" was pro-
pogated by the Germans during 184 7, Earlier, various French 
investigators studied the influence of poverty, occupation, 
nutrition, housing, and other factors attecting the health, 
German medical men were also concerned with similar matters, 
43. INC, N. Jersy - 1963, 
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socially prescribed patterns of living arrangements, as well as 
standards pertaining to the use of water, food and food handling, 
and house hold and personal hygiene. Therefore, the social 
environment provides information that can be used not only to 
assist in ascertaining the most effective means of tretitment 
40 and prevention within that particular environment. 
In making an investigation, the epidemiologist attempts 
to answer several questions with respect to some disease. For 
example, he would like to know the source of infection, the 
means by which the disease was transmitted to a particular case 
under study. Some characteristics of infected cases and the 
persons to whom the infection may have been passed on and what 
41 
preventive action can be taken to stop the spread of disease. 
The concept that disease is due to multiple factors, is not a new 
one, Pettencofer of Munich was an early proponent of this concept,^^ 
The birth of "germ theory proponent of disease" or "single 
cause idea " in the late nineteenth century overshadowed the 
multiple cause idea" was an over simplification and that there are 
other factors in the etiology of diseases - social, economic, 
cultural, genetic and psychological which are equally important. 
For example, tuberculosis is not merely due to tuberole 
bacilli. Factors such as poverty, over-crowding and malnutrition 
also contribute to its occurance. In the patho-genesis of 
chronic disease, many of multiple factors are still unknown. 
40, op, cit, 
41, Anderson, G,W. and A.G.Margret, 'Communicable Disease Control 
Mc Millian New York, 1946, ^ ~ 
42, Quated by Park and Park op, cit. 
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Prominent among them were Solomon Neximann, Rudolf Virchow, and 
Rudolf Leubuscher, These men were keenly aware of the role of 
social factors in health problems. Neumann considered the medical 
science as "intrinsically and essentially a social science, and 
as long as this is not recognised in practice we shall not be 
able to enjoy its benefits and shall have to be satisfied with 
44 
any empty shall and a sham" , 
Similar was the opinion of Virchow who said "Medicine is 
a social science and politics nothing but medicine on grand scale". 
The first of these principles is that the health of the 
people is a matter od direct societal concern, and that society 
has an obligation to protect and ensure the health of its member. 
It can be further elaborated as medicine is a social institution. 45 
An institution is defined as a cluster of social usages. It 
connotes a way of thought or action of some prevalence and 
performance which is embodied in the habits of a group or the 
customs of a people Our culture is a synthesis or at 
least an aggregation of institutions, each of which has its own 
domain and its distinctive office. The function of each is to 
set a pettern of behaviour and to fix zone of tolerance for an 
activity or a complement of a c t i v i t i e s , , , A s early as 1924 
44, Virchow, quoated by Freeman Reader, Op.cit, 
45, Encyclopaedia of Social Sciences volume VII and VII p, 84, 
46, Ibid. 
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W.H.R. Rivers wrote; "Medicine ••• is a term for a set of social 
practices by which man seeks to direct and control a specific 
groups of natural phenomena - viz., those especially affecting 
man himself, which so influence his behaviour as to unfit him 
for normal accomplishment of his physical and social functions 
4 7 
phenomena which lower his vitality and tend towards death". 
The conception of medicine was not clear among the 
primitive people. They were closer to animals in that they, 
too, relied upon their instincts to stay healthy. They were not 
aware about cause and effect relationship between doing certain 
things and allwviating symptans of a disease or improving the 
condition of a wound. 
Since there was so much that primitive humans did not 
understand about the functioning of the bod y, magic became 
an integral component of the beliefs about the causes and cares 
of health disorder. Actually, an uncritically acceptance of magic 
and the super natural pervaded practically every aspect of pri-
mitive life. So it was not surprising that people generally 
thought that illness was caused by evil spirits. Primitive 
medicine from vegetables or animals were invariably used in 
combination with some form of ritual to expel the harmful spirit 
from a diseased body. Mora reported that during the Neolithic 
age, some 4000 to 5poo years ago, people living in North Africa 
4 7. W.H.R. Rivers, Medicince Magic and Religion, Kegan Paul 
and Co. 
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were known to have even engaged in a surgical procedure called 
"trepanation" or trephining which consists of a hole being bored 
in the skull in order to liberate the evil spirit supposedly 
contained in a person's head. Sometimes more than one hole in 
some skulls. Anthropologists suggest that the operation was not 
48 
always fatal. 
Therefore, as Dubos explains, medicines have dual nature 
from its very inception. It includes knowledge about definite 
medical procedures and a belief in some magic or religious power 49 
involving forces beyond human comprehension. This dual nature 
of medicine is still with us today, as a patient's family and 
friends will attempt to supplement the modern physician's skill 
and experience with prayer. The prevailing structure of medical 
science, regardless of a society's level of medical knowledge and 
technology, still functions within the context of the values, 
attitudes, and beliefs of the people who comprise that society. 
Likewise David Mechanics views the function of medicine 
not only as using illness and alleviating distances and disabi-
lity, but also as assisting in social control in society. Medicine 
frequently helps to sustain individuals in their social roles and 
this contributes to the reduction of social tensions. Medicine 
also is often a context in which important and difficult decisions 
are made about special privileges or social constraints to be 
48. George-Mora, "Historical and theortical trends in psychiatry" 
PP 1-75, in comprehensive text book of psychiatry, vol. 1,2nd 
ed. A. Preedman, H. Kaptan, (eds) Baltimore: Williams and 
X Wilkins, 
49. op. Cit, p, 138. 
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applied to individuals in the population, as in determinations 
of legal responsibility, disability comprehension, justified 
sick leave and many others.^® 
As medicine is moving towards the twenty-first century, 
it is increasingly called upon to return to the health problems 
of the shole person, which extend well beyond singular causes of 
diesease. Contemporary physicians are often required to deal 
with health disorders more aptly described as "problems in living" 
dysfunctions that involves multiple factors of causation not all 
of them biological in nature. The evidence is now quite striking 
that the manner in which people respond to social, psychological 
and cultural influences has much to do with their sickness as 
well as with the form, duration and , intensity of their symptoms 
and disabilities. Thus, it has become clear that modern medicine 
must develop insight into the behaviour characteristics of the 
people it treats. 
It is evident from the above discussions that medicine 
is both art and Science. Because in primitive societies the 
practice of medicine was associated with religion, magic and 
astrology. The basis of modern medicine is provided by the 
biological sciences, and in recent years, the scientific content 
of medicine has increased. There is an increasing recognition 
that successful application of medicine to individuals and groups 
50. Mechanics op. cit. p. 18 
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does involve more than the scientific or biological knowledge. 
It involves an understanding of the behaviour of individuals 
and groups who live together and also share certain values of 
life. Man is no longer viewed as merely a biological entity 
but also a social being. 
51 
Park and Park observe that "the patient is no longer 
considered as one who is under strict laboratory control, but 
an individual with personal idiosyncrasies, eratic habits, 
customs, and beliefs reacting upon his body and mind". Thus, 
there has been a shift from the earlier concept of visualising 
disease in terms of specific germ or disease in a certain organ 
of human body, to the involvement of "multiple factors" in the 
occurance of disease. 
As a result of this new outlook, concepts of sociology 
are increasingly being used in the study of the disease proce-
sses. The social scientist who untill recently, were preoccupied 
with studies of human society, structure and functions are now 
steping into the field of health as well as health behaviour. 
Social perspectives 
The study of health problems and their solution is related 
to society. As such the students of medical sciences as well as 
behavioural sciences should take help from wach others disciplines 
to study diseases as well as to find out adequate measures to 
prevent and cure them. 
51. op. cit. 
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Health phenomenon, in one or the other way. Is related to 
social factors, as well as social conditions, Man has always been 
interested in understanding socio-medical problems and tried to 
find out their solutions. Medical Sociology itself is an outcome 
of such endeavour. Social scientist from time to time made valuable 
obseirvations to link social and cultural factors or situtions with 
the health of the monbers of a given community. During 1L7th and 
18th centuries and the reneisance the relation between social 
factors and health were given much more importance because pepole 
felt that adequate medical care was markedly related with social 
situtions. Hence, in the early 18th century the social sceintists 
laid much stress on the concept of social medicine. They generally 
showed their interest in the following : 
1. The need to study the relationship between health of 
a given population and the living condition determine its social 
condition, 
2, The noxious factors that act in a particular way or 
with special intensity in the group because of its social position; 
the elements that exert a deleterious influence on health and 
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which impede improvement of general well-being. 
These elements were related to the scheme or policy of 
organization. The aim of which was to play social and economic 
life in the service of the power and politics of the state. The 
system was known mercantilism in general and "cameralism" in 
special in Germany. 
52. Op, Cit. 
13 
According to them the problem of health and disease was 
related to the idea of Polizei. The theory and practice of public 
administration came to be known as Pplizelwissenschaft (Police 
science) and the branch of this discipline dealing with health 
administration was known Medizinalpollzei (medical police)• 
Later, particularly in the second hall of the 18th century* health 
was to be a matter of public policy. In this context the name 
Hohann Peter Frank is important who made caluable contribution to 
the concept of medical police and regarded it a pioneer in public 
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health and social medicine. In 1776 he presented a plan for the 
measures to be taken by the Govt, for the protection of individual 
group and health. The concept of medical police was, in fact, a 
systematic problem of health and community life. It promoted the 
study of social relation of health and disease. 
The term medical police was not widely accepted by the 
french scholars, except by a few of them, viz, Fodere and C,C,Mere, 
But most of them felt that the social aspects of health and disease 
be pursued as independent course. As such, they studied the relation 
of social and political conditions to health in a different frame 
work. After the revolution the French society faced some social 
crises. The consequences of factory work and of the industerial 
shrines, attracted the attention of physicians and public offici-
als towards health problem and they began to study the new perspe-
ctive. As a matter of fact physician and hygienists had carried 
53. Freenan Op. cit. 
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out surveys and statistical studies of living condition among 
workers in urban communities and the circumstances under which 
they work in shops and factory. Such studies got further momentom 
during the 19th century. Prance to plead in social and political 
theories and produce eminent social scientist like Fourier^ Saint 
Simon, Cbmte, Proudho, and Pecquer who made the valuable contribu-
tion to the study of relation to health problem and social condition. 
In 1844 the physician Faurcault used the term social hygiene. He 
was interested in providing adequate health to children who had to 
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work and for adult who work in unhealthy conditions. Further* 
Jules Guerin Introduced the adjective "Social" and developed the 
concept of social medicine. He devided it into four parts, i.e., 
social physiology/ social pathology, social hygiene and social 
thereapy. In this way, the concept of medicine was associated with 
social conditions and later on the social thinkers made conceptual 
foundation and laid down certain principles on which a programme 
of action could be initiated. They are as follows »-
1, Health of the people is a matter of direct societal 
concern and the society has an obligation to protect 
and assure the health of all its members, 
2, Social and economic conditions have an Important and 
crucial impact on health and disease, 
3, The steps taken to promote health and to conbat 
disease must be social as well as medical, 
54, pp, clt. 
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In Germany Alfred Grotljahn felt the need of systematically 
investigating medical problems in the light of social science, in 
order to develop a theory of social pathology and social hygiene. 
He thought that it is the knowledge would be helpful to determine 
how life and health particularly of the poor classes are dependent 
on social condition and environment,^^ 
The important thing here is to note that Grotjahn advanced 
and formulated a number of principles that are helpful and funda-
mental to a systematic study of human diseases in social perspec-
tive. 
1, The significance of a disease from a social point of 
view is determined in the first place by frequency with 
which it occurs, 
2, It is necessary to know the form as well as the frequency 
with which the particular disease occours, 
3, The etiological relationship between social condition 
and disease may be expressed in four ways: Social con-
ditions may: (a) create or favour a pre-dlsposition for 
a disease; (b) may cause disease directly; (c) may 
transmit the cause of disease; and (d) influence the 
course of disease. 
55, Guerin Jules/ quoted by Freeman, Reader, Practice-Hall, Inc. 
Englewood cliff N.J. 1963 p. 34, 
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4» Not only are the origin and causes of diseases deter-
mined by social factors, but these diseases may also 
exert an influence on social conditions particularly 
through their outcome. 
5. In the case of a disease which is Important from social 
view-point/ it must be established whether medical treat-
ment can exer ert an appreciable influence on its preva-
lence or such therapeutic success be achieved from a 
social point of view, 
6, Preventing disease or Influencing their course by social 
measure require attention to the social and economic 
environment of the patient. 
Similarly, in G, Britain and United States the scholars have 
recognized the Importance of social factors in health And disease. 
Various attempts have been made to study social aspects of health 
and disfease, G. C.M, GONIGLE and Kirby's eleborated book Food Health 
and Income and R.M, Titmuss's pioneering study Poverty and Populate r 
tlon- are helpful to understand the role of social factors in health. 
In 1926 Peckhan Health Centre in London was established by G, Scott 
Williamson and Innes H, Pearse to conduct study relating to health 
probl^ and disease in social perspectives,^^ In this institute 
shcolars made fruitful effort to study health as a positive social 
value on the basis of a fundamental social unit l.e,, the family. 
56, Ibid, p. 35. 
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Parasites and the present study 
It is evident from the above description that social factors 
are very important as they help a disease to spread in different 
manners. Disease can not be studied in isolation as mearely a 
physiological phenomenon/ rather* there is a close relationship 
between health and social conditions. In fact illness is related 
with cultural and ethical factors. Keeping these factors in view 
it is proposed to study the social perspective of certain infectious 
diseases. The relationship between disease and social conditions 
is important and as such it becomes necessary to study the beliefs, 
taboos/ taboos and other social customs because they help to spread 
the diseases. 
ParasiteSt- The diseases caused by intestinal parasites* are 
given little importance due to indifference towards social conditi-. 
ons. They spread unnoticebly by inflicting on the general health 
of the people in a society. The hximan organism is the residue of 
large number of such living bodies which survive by getting their 
nourishment from the human body itself. These bodies are know as 
"parasites"* which lack the necessary organs for assimilating raw 
food materials and depend on their host i.e. hiaman organism* for 
the predigested food. The parasites exist in all such organic sys-
tons which can provide their required predigested food, temperature* 
moisture, and other conditions for survival and procreation. Inte-
stines are the most appreciated residue for a large number of 
parasites. Because they contain much of refuse and raw e3<cretimnary 
matters in them which prove to be highly relished food material and 
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comfortable for different species and their types of parasites. 
They suck out the best nourishing material from human body at the 
first stage Itself and create Insufficiency of various chemical 
and biological nutrants which are necessary for the normal devel-
opment and maintainance of human organism. The interesting feature 
of parsites is that they take birth out-side then enter into the 
human host to complete their life cycle. They live widely in 
peaceful coexistance with its human host, but occasionally it 
turns into the agressive pathogen. Medical scientists generally 
try to find out the physical environmental factors in dealing 
with the intestinal parasitic infections. They use this treatment 
to mild the disease with several drugs. Despite the fact that the 
execellent curative drugs are available, the intestinal infection 
still remains extreamly common. But they do not emphasize much on 
the other features like socip-cultural,factors beliefs and ethical 
problems and ritual practices which also share the same responsib-
ility as the environmental factors for Creating the intestinal 
parasite diseases. Being a student of sociology I tried to find 
out the relation socio-cultural factors with the environmental a 
and other physical factors. The study will help to reveal how 
bio-familial and famllio-environmental factors are responsible 
for the spread of these diseases. The intestinal infections are 
usually caused by protozoan organisms such as Entanioeba, histo-
lytica, the Glardia intestinalis, the nematodes, Ankylestoma 
duodenale or the cublquitoces large round-worm, Ascasls Lumbricodes. 
The whipworm trlchera trichurls and a large number of different 
species of tape worm. 
In an in-depth series of estimates of prevalence of human 
helmithic infectious, stoll calculated that there were 72 million 
cestode or tape worm infections* 148 millions fluke infections, 148 
millions fluke infectious and over 2,000 million mematodes or round 
worm infections in the human population which then stood at 2,170 
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millions. Why should this be so? The answer is complex and the 
reason lies in various fields of ecology, socio-economic human 
behaviour and sanitation. On an average an individual living in 
the tropics has an easy chance of harbouring at least one species 
of intestinal parasite, and some may play host to five. The human 
alimentry canal provides a home for different parasites. These 
parasites live in dynamic relationship with their human host who 
must provide all the energy and nutrients required for both to 
surivive. Parasitic diseases develop when the equilibrium between 
the host and its intestinal intruders is upset, as the parasitic 
activity depletes host resources and causes physical and metablic 
damage. In fact whether disease develops in an individual host or 
not depends on many factors and especially on the parasite burden 
per host. Intestinal worms are rarely distributed evenly or at 
random against their hosts and usually a few "wormy" people in an 
infected correnunity harbour most of the worms. These wormy indivi-
duals are the one who are most likely to suffer from disease and 
to be responsible for exposing others to the risk of parasitic 
infection. Of course a "few" ,may be a relatively large nvjmber 
57. Andrew Davis - World Health - March 1984 
when over a billion people are Infected, as is thought to be the 
case with ascariasis. 
The public health significance of any relationship between 
hiomans and their intestinal parasites well not be assessed satis-
factorily until through longitudinal studies carried out. Human 
parasitology has left the Zoological arena and has become an< inter-
disciplinary subject now requiring contributions from anthropolo-
gists, clinicians, epede-miolegists, iromunologists and sociologists, 
among others. 
Modes of infection 
Mode of infection gives an idea that how man becomes victim 
of these parasites. This will suggest that what precaution should 
be made to avoid the infection, and which society and social con-
ditions are more helpful for its infection. 
Sources of infection and Portal of Entry: Infective stage 
of parasties may reach the human body in the following ways, 
1, By Oontamination of food or drink 
The pathogenic species under this group gain entrance into 
the digestive tract. Some of the examples are : 
(a) cysts of E, histolytica and eggs of A, lumbricoides which 
conteminate food or drink, 
(b) The infective forms may remain in the flesh of some 
intermediate host which are taken as food. 
2, By contamination of skin and mucous membrane. The eggs some-
times may hatch on moist mucous surface of the upper passage 
and thus the larva may directly penetrate the blood stream, 
3, By the agency of the Infected host. 
4, Through h\jman faeces. Sometimes human excreta are used to 
fertilize vegetable gardens. People pollute the soil by 
defecting where they please^ As a result parasites in their 
faeces accumulate where the children usually play near dwelling 
provided a sourse of infection for others. 
Through soil. If the faeces are deposited in soil, the eggs 
will develop further inside the egg shells into effective 
larvae. These eggs may remain viable upto two years or more 
in soil. Children and adult in contact with contaminated soil 
may ingest the infecting ingest the infecting eggs particularly 
if they eat without washing their hands, 
7, Through mosqioitos and files. 
8. Through cow, dog, pig, arthropodes, eat fresh water & fish. 
There are many parasites living and infecting the alimentry 
tract or intestinal regior but only few which are most common in 
Aligarh are selected for the present study. The distribtion of 
various types of infections as found by the stool examination in 
Aligarh bith urban and rural communities will be discussed: in the 
next chapter. Seven species of intestinal parasites were found to 
be prevelent in Aligarh. 
Parasites listed below are conunonly fotind in the alimentry 
tract of hiiman body. Environmental factors/ social customs, and 
habitS/ climatic conditions greatly influence the distribution of 
parasites and accordingly each parasite has got a specific distri-
bution. 
STATEMENT OF THE PROBLEM 
Parasites are a common evils for the human organism and 
a hazard for his health. As we have mentioned above, there are 
various types of parasites which dwell in different oargans of 
the body. There number and multiplicity is so great and large 
that it is beyond one person's scope to study all of them from 
medico-social point of view. Hence, it was proposed to limit the 
present study to the most common and the most prevalent parasites 
enhabiting in a generously hosting organ. Also it was under consi-
deration that the access and growth of these parasites in the 
human body should have a social falicitation. 
We consult the medico-social literature in this perspective 
and foxind that intestine were the densty parasite populated organ 
of the hximan body. In them there are, approximately 30 types, of 
parasites as they have the best nutrition, predigested food and 
the rxjughage for the survival, growth, and development of all these 
parasites. As, again. It is not possible to study all these Paras-
ites socio-medically, it was proposed to sortout the major and 
very common parasites developing in the Indian social environment. 
Hence, only eight parasites, viz, sorted out and picked up for the 
present study. They are very commonly found in the families living 
in rural as well as urban localities. For this study therfe was one 
more consideration that the study could be done comparatively for 
revealing certain new and interesting results. 
These eight parasites are not confined to any region or 
locality of the Indian states; rather they are equally pampered 
in all the parts and socio-economic groups of the country^ Hence, 
the study was planed to the confined to some repiiesentative part 
of the country. For carrylngout the survey and study of the problem 
certain variables were kept in mind to give a direction to the 
results and their conclusions. These variable are socio-demographlc 
factors, (age, sex, education, income, occupation, social conditions, 
cultural constrants, patients perception and doctor patient rela-
tionship, The present study was propose to carryout at Aligarh, 
because there is representation of different class and cast groups 
in this city and its surroiindlng areas due to the job availability 
to lower class and education facilities to the middle class families 
of our society. 
The Aligarh Muslim University having a medical college has 
extensive medical facilities for the rural and urban communities. 
Hence, the cases of intestinal parasites hosting patients are 
easily available at rural and urban primary health centre as well 
as the out patient depart. Having this facility it was found that 
13 
Prevalence of various Common Intestinal Parasites in 
Aligarh: Rural Health and Training Centre Jawan# 
Urban Health and Training Centre, Zohra Bagh, Aligarh. 
1. ASCARIS LUBRICOIDES 
2. E. HISTOLYTICA 
3. GIARDIA INTESTINALIS 
4. ANKYLCSTOMA DUODENALE 
5. H. NANA 
6. E. COLI 
7. T, TRICHURIS 
8. ENTEROBIUS VERMICULARIS 
Aligarh Muslim University would be an ideal university for the 
present problem, it was decided to e^qjloid the opportunity to the 
greatest extent. 
For making the results objective and definite the subility 
of empirical study was given preference. The analysis of the data 
was planned to be done quantitatively and statistically. 
The present research had many aspiration for the study at 
hand but in the course of his persuance he had to surrender many 
of his ambitions and confine himself only to his human limitations. 
The study is no doubt highlighting many of the facts. But it gives 
authentic information through its results for depending upon. 
C H A P T E R T W 0 
R E V I E W O F T H E L I T E R A T U R E 
Intestinal helmenthic infection all over the world is 
a big challenge to the humankind as well as to those who are 
engaged in social and public health work. In India various 
studies on prevalence have shown very high rate of infection. 
This may be due to faulty conditions of environment viz., 
housing, drinking water, disposal of house refuse, lack of 
laterine facilities and unfavourable soil and weather conditions. 
This could even be due to bad personal habit, cultural cons-
traints, social environment, and low standard of living of the 
population. In India no detailed study is available in which 
all these factors have been studied except a few which were 
directed mainly to find out the prevalence in relation to some 
of the environmental sanitation and socio-economic factors. 
However, there are many studies on the prevalence and pattern 
of prevalence of intestinal parasites in rural and urban 
communities. 
Prevalence 
A survey of literature on the issue concerned reveals 
that various nature and types of studies have been conducted 
in this respect. They may be placed in three categories. 
First type of study relates to the prevalence of intestinal 
parasitic infestation. Most of the studies in this respect 
were conducted by physicians who were mainly concerned to find 
out the prevalence of parasitic infection in different segments 
of population. These studies do not reveal the causes of pre-
valence but they show which type of parasitic infection is 
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prevalent in v^ich sort of population and to what extent. They 
are valuable as they provide basic and fundamental statistics 
about intestinal parasitic infestation. The second types of 
study deals with relation of parasitic infestation with age 
and sex. The important feature of these studies is what they 
show which age group of people is more affected by intestinal 
parasitic infection in rural and urban areas. Similarly they 
also indicate which sex group is more affected by these para-
sites. In third type of study an attempt was made to find out 
the relation between intestinal infection to environmental 
condition, social condition and socio-economic status. 
Prevalence Statistics 
The relative proportion of different parasitic pre-
valence in the infected individual was reported by J. B.Srivastava. 
According to him E. histolytica was 20.1 per cent, Giardia 11.5 
per cent. Hookworm 12.2 per cent, Tapeworm 2.9 per cent and 
Ascaris L. 22.4 per cent. In another study on factory workes 
in Bombay on examining the cases he found that there were 35.6 
per cent cases of E.histolytica 21.5 per cent Giardial, 20.2 
per cent Ascaris. Lumbricoid. 
2 
Ghuliani and Sharma conducted a study to know about 
the prevalence of parasitic infection among fresh army recruits 
1. J.B. Srivastava, A survey of the Intestinal Parasites in 
the Human Population in Bombay, with special reference to 
End AMOEBA HISTOLYTICA, Ind. Jour. Med. Res.41.4, Oct.1953. 
2. Ghuliani K.K. and Sharma K.N. 'A survey of Intestinal Helmin-
thiasis in Army Recruits at a Training Centre', Armed Forces 
Med. Journ. (India) 18: 1962, 470-474. 
from different urban areas of India and found that Ascaris L. 
was present to the extent of 22 per cent, Hookworm 12.2 per 
cent T. Trichuris 16.2 per cent, Giardia L 44.0 per cent where 
as E. histolytica was upto 20,1 per cent. 
Anita and others^ found that in urban healthy community 
6f Bombay the percentage of A. cumbricoid was the highest i.e. 
26.6 followed by T. Trichura 15 per cent. Hookworm 13»2 per 
cent and other parasites were in very low percentage. 
Sen^ conducted a study in healthy slum community of 
Calcutta and observed that Ascaris L. was present to the extent 
of 23.8 per cent, followed by Giardia Lomblia 21.3 per cent E. 
histolytica 14.2 per cent and Hookworm 2.5 per cent. 
Another study by Chaudhry^ in the healthy community of 
West Bengal near Calcutta reveals that there were 78.1 per cent 
of E. histolytica, 11.4 per cent of E. Coli 9.9 per cent of 
G. Lamblia, 1.9 per cent of Ascaris L, 2.3 per cent E. histo-
lytica. 
3. Anita, P.F. Desai, H.G.K.N. Boker, " Indidence of intes-
tinal helminthis in Bombay, Indian Journal of Medical 
Science 18: 1964, 635-638. 
4. Sen, R.(1968) 'Pathogenic Intestinal Parasites and Bacteria 
in Slum Owellers in Calcutta" , Indian Journal of Medical 
Research, 56: 1968, 1371-1380. 
5. Chowdhry, A.B. and Schiller, E.L. (1968), " A survey of 
parasitic infection in a rural community near Calcutta" , 
American Journal of Epidemiology 87* 1968, 299-342. 
b'2 
Rao, Krishna Swamy, and Biswas^ in their investigation 
in the selected villages of Mahasu Dist. H.P. reported that 
67.9 per cent of the population were excreting at least one 
intestinal parasites. The important disease producing parasites 
identified and their prevalence were as follows: 
Ascaris Lumbaricoid 33*3 per cent Hookworm 13»5 per 
cent, E;histolytica 7.4 per cent and G. Lamblia 7.4 per cent. 
Agarwal, Gulati and Bhujwala'^ in the study of the 
infestation of parasites among urban and Semi-urban primary 
schools in Delhi found that 20.06 per cent and 83.84 per cent 
positive cases respectively. The most common parasites were 
H. Nana 13.2 per cent and 15.2 per cent. Hookworm 2.4 per cent 
and 10.7 per cent Ascaris 0.6 per cent and 2.0 per cent in 
urban and semi urban areas. 
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Rao in another study in rural community of Orissa 
observed the percentage of prevalence as such* Ascaris 58 per 
cent, Hookworm 47.7 per cent, E. histolytica 5.8 per cent, 
Giardia L. 8.2 per cent, E. Coli 38.2 per cent. 
6. O.K. Rao, A.K. Krishna Swami, S.R. Gupta, H. Biswas and 
N.G.S, Raghvam, 1971, " Presence of Amoebiasis and other 
Intestinal Parasitic infection in a selected community 
" Indian Journal Medical Research, 59, 9 Sept. 1971. 
7. O.P. Agarwal, P.V. Gulati and R. Bhujwala 1972, " Study of 
intestinal Helminthis Infections in Relation to Environ-
mental senitation, personal Habil. And socio-economic 
status in New Delhi" - Indian Journal of Preventive and 
Social Medicine, vol.3, Dec.1972. 
8. Rao, O.K. Misra, B. S. Biswas, 1973 " Prevalence of intes-
tinal Parasites in two villages of Bhogari Block, Balasore, 
Dist. Orissa" , Journal of Communicable Diseases 5(2) 80-86. 
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Mathur and Kaur^ conducted a fruitful study in Haryana 
Govt. Public Health Laboratory Kamal. It revealed that over-
all prevalence of E. Histolytics was 5*3 per cent whereas G« 
Lanblia was highest in the age group of 0-4 years; its overall 
prevalence was 12.2 per cent, E.Coli was 30.99, lodmaba 24.3 
per cent. Endpineoba 59.1 per cent and chilomostix 2.0 per cent. 
The prevalence of Hookworm was 15.1 per cent and H. Nana was 
7.1 per cent. The prevalence of Oxyuris V,, A, Lumbricoid, T. 
Trichura and T. Solium was very low. 
Rao and Rao''® studied the infestation rate in an urban 
area Kakinda Town (A.P.). According to them 54.6 per cent 
cases were found to be positive for one or other intestinal 
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parasitic infection. More common among them was RoundworK 
(34.2 per cent). Amoebic was 22-8'per cent. Whipworm 14.0 
per cent, E. Coli 7.8 per cent and Hookworm 4.4 per cent. They 
further observed that 54.6 per cent of the people were positive 
for one or the other type of infection, 31.2 per cent with 
single infestation 16.1 per cent with double and 7.3 per cent 
with multiple infection. 
9. T.N. Mathur And Jogesh Kaur 1974, " Prevalence of 
Entoamoeba Histolytica and other Protozoal and Helmithic 
infections in Hospital Patients in Karnal (Haryana). 
Indian Journal of Medical Research 62, 8 August, 1974. 
10.Y. Rao and M. Rao, Prevalence of Intestinal Parasitic 
infestion in an urban Area, Indian Journal of Public 
Health, vol. XIX No.3, July - Sept. 1975. 
11 Sengupta and Bhattacharya in their study, reported 
that there were 25.2 per cent Ascaris L., 27.3 per cent Enta-
moeba histolytica, 22.2 per cent Hookworm and 16.2 per cent 
Giardia intestinalis. 
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Yunus, Zaheer, Sinha conducted a study in Jawan, 
Rural Health and Training Centre, Department of Community 
Medicine, A.M.U., Aligarh and observed that over all parasitic 
infestation rate was 42.2 per cent. They found 2.7 per cent 
Ascaris, 3.3 per cent Ankylestoma, 14.1 per cent, Entrobiosis 
V. 13.7 Giardias 9.0 Enta. Histolytica. 
Chugh, Singh and Mehrotara presented their report 
on prevalence of intestinal parasitism in Hospital patients 
in Rohtak and observed that out of 504 cases 303(70.11 per 
cent) were passing one or more parasites. The remaining 201 
(39.89 per cent) were not passing any parasites. E.histolytica 
was the commonest parasite, the prevalence of which was as 
high as 31.95 per cent. The next common pathogen was G. 
Intestinales in 65 cases. The percentage was 12.89. Helmin-
thic infection was observed in 24 cases (4.76 per cent). 
11. J. Sengupta and K. Bhattacharya 1975, " Distribution of 
Parasitic infestation among hospital patients in Bankura 
1962-1969" , Ind. J. Pub. Health vol. XIX, No. 2 April-June 
12. Mohammad Yunus, Moh.a Zaheer, S.N. Sinha Prevalence of 
Intestinal Parasites" , A rural study. Journal of Indian 
Medical Association, vol.69, No.11, Dec.1, 1977, pp.240-
13. T.D. Chugh, Jai Singh, And G.G. Mehrotra, 1978 " Prevalence 
of Intestinal Parasitism in Hospital Patient in Rohtak. 
Indian Journal of Preventive and Social Medicine, vol.9, 
No.1, March 1978. 
Aruna Parihar and Nana in their study in Rajasthan 
found infestation with five species of protzoans and species 
of helminthic. The over all infestation percentage was 30.66. 
Among them Ascaris L. was 7.66 per cent followed by E. Vermi-
cularis 7.0 per cent, T. Trichuris 2.0 per cent, H. Nanan 
7.67 per cent E. histolytica 6.67 per cent and G. Lambilia 
4.0 per cent. 
In National Institute of Communicable Diseases Delhi, 
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a study was carried out by Das and Joshi in Jamnagar and 
Okha Towns of Gujrat in 1981. They studied the prevalence of 
parasitic infestation and observed that out of 106 and 62 
samples from Okha and Jamnagar respectively one or more para-
site were detected in 75(70.8 per cent) and 41 (66.1 per cent) 
specimen. Ascaris prevalence rate in Jamnagar was significantly 
higher (22.6 per cent) than at Okha i.e. 7.5 per cent whereas 
H. Nana was 3.8 per cent and 9.7 per cent respectively. 
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Das and Rao conducted a study in single stool speci-
men of randomly selected families of seven villages of West 
Godawri dist. and found the prevalence as such: A. Lumbricoides 
3.8 per cent; Hookworm 27.1 per cent, E. histolytica 9.0 per 
cent and G. Lanblia 10.1 per cent. 
14. Aruna Parihar, H.S. Naqma, Prevalence of Intestinal 
Parasites in School Children Jodhpur Rajasthan, Indian 
Journal Pre. Soc. Med. Vol.12, No.3, Sept.1981, pp. 
15. N.C. Das, V.K. Joshi, C.K. Rao, " Prevalence of Intestinal 
Parasites in Jamnagar and Okha Towns-Gujarat', J.Com.Dis. 
13(1) 1981, pp. 67-70. 
16. N.C. Das and Rao, 'Prevalence of Intestinal Parasites in 
Rural Population of West Godavri Dist. A.P., Journal of 
Communicable Disease, 13(3), 1981, 1981, pp.155-171. 
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Another study was conducted in National Institute of 
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Communicable Diseases Paul and John revealed that the ratio 
of infestation among 861 positive cases population of Arunadial 
Pradesh under study there were 74.0 per cent of positive for 
more than one parasites. 
The percentage of Ascaris L. and Hookworm were 45 per 
cent and AO.9 per cent respectively. Among the protozoal 
infection, E. Coli was found in highest number i.e. 28.3 per 
cent. It is followed by G. Lamblia 15.9 per cent. 
18 
Singh, Kumar and Srivastava observed that the pre-
valence of intestinal parasitic infestation was 86.2 per cent. 
Vfliile infection prevalence was as high as 106.9 per cent, 
Hookworm was communest parasite 39.9 per cent followed by A. 
Lumbricoid 36.0 per cent E. histolytia was 11.3 per cent and 
G. Lamblia 4«7 per cent. Out of 388 persons having parasitic 
infection, 304 (67.6 per cent) had one parasite; 75 (16.7) 
were harbouring two parasites and 9(2.0 per cent) had multiple 
parasitic infestation. A. Lumbricoides was the most frequent 
parasite in mixed group. 
17. RiC. Paul, N.C. Das, V.M. John, 'Prevalence of Intestinal 
Parasitic Infection in Selected Rural Population of 
Arunachal Pradesh, Journal of Communicable Disease, 15(4), 
1982, pp. 309-31. 
18. D.S. Singh, Satish Kumar, P.K. Srivastava, 'Prevalence 
and Pattern of Intestinal Parasitism in a Rural Community 
of Varanasi', Indian Journal Pre. Soc. Med. Vol.15, No.12, 
March to June 1984. 
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Koleh, Mlshra, Gupta and Singh ^  of the Department of 
Social and Preventive Medicine L.L.R.M. Medical College Meerut 
carried out a study on prevalence of intestinal Helmenthic 
infestation in relation to environmental conditions, personal 
habit and socio-economic status in Meerut. They observed 
Ascarisses as commonest infestation 14.27 per cent followed by 
H. Nana 6.69 per cent: A dodante 3.29 per cent, Threadworm 1.23 
per cent, and T. Selium 0,29 per cent. 
In the age group of 15 and above the prevalence was 
65.62 per cent among males and 34*37 per cent among females. 
(ii) Incidence of intestinal parasitic infection with the 
relation of Age and Sex» 
PO 
Rao, Gupta and Raghwan" observed that the prevalence 
of infection was 58.51 per cent in males and 41 per cent in 
females in 0-14 years of age group. This shows that males 
were more praise to parasitic infestion as high percentage of 
prevalence was found among them in comparision of females. 
Agrawal and Bhujwala, in their stisjdy carried out in 
21 
urban and semi urban primary schools in Delhi, reported 
that the ratio of males and females were 42.06 per cent and 
57.50 per cent respectively. Females were 15 per cent more 
infected than males. 
19. S.K. Koleh V.N. Mishra, B.S. Garg. 'Prevalence of Intes-
tinal Helminthic Infestation in Relation to Environmental 
Conditions Personal Habit and Socio-Economic Status in 
Meemjt" , Indian Medical Gazette. August 1986, pp. 
20. Op.cit. 
21. Op.cit. 
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22 Sengupta and Bhattacharya indicated the percentage 
of males and females as 52.30 per cent and 47.69 per cent 
respectively. In their investigation they revealed that 
Ascaris infestation has been found to occur more in females 
than in males. The interesting feature was that Ascaris 
infestation was maximum in males (47.2 per cent) in the age 
group of 4 months to 10 j^ears, whereas in females it tops in 
the age group of (26-45 years i.e. 37.4 per cent). E.histo-
lytica infestation was maximum in both males and females in 
the age group of 26-45 years i.e. 49.9 per cent and 43.0 per 
cent respectively. The incidence of infestation was low in 
both sexes below the age of 10 years. Infestation by Giardia 
was maximum in 1st age group in both males (38.31 per cent) 
and females (37.8 per cent) and then declines gradually. 
Infestation by Hookworm was maximum in 3rd age group in both 
males (43«1 per cent) and female (49.0 per cent). 
23 
Chugh and Mehrotra ^ reported a different ratio of 
prevalence of positive infestation i.e. 62.5 per cent in 
males and 37*5 per cent in females. They also confirm that 
early age group was non affected than elders. 
Das and Rao^^, in their study conducted in rural 
population of West Godavari Dist. Andhra Pradesh observed that 
the G. Lamlia was significantly higher in children while 
22. Op.cit. 
23. Op.cit. 
24. Op.cit, 
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hoo^cworm in adults. They found that 37»7 per cent were less 
than 14 years of age while 62.3% more than 14 years of age. 
51.2% females were found infected against 48.8% males were 
infected. 
Aruna Parihar and Nama found the ratio of prevalence 
in males and females as 27.84 per cent and 34.68 per cent 
respectively. He further reported that there was decline in 
rate of infection with the advance in age with all the 
parasites. 
26 
Paul and Rao in their investigation observed that 
children were found to be infected more with G.Lamblia(20.2 
per cent in children against 12.4 per cent in adults). A. 
Lumbriloides was foiind more in among children (57.1 per cent) 
in comparision to adults (34.8 per cent). Adults were infected 
more with hookworm(84 per cent) than children (31.9 per cent). 
27 
In another study Sen ' reported that the parasitic 
infestation rate was found to be more common among children 
(37.3 per cent) than among adults (29«6 per cent). Similarly 
it was more common among females (36.3 per cent) than males 
(31.0 per cent). 
25. Op. cit. 
26. Op. cit. 
27. Op. cit 
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P8 Singh & Kumar" observed that sex ratio among the 
population under study in a rural area of Varanasi was 948: 
1000 (F«M). Highest infestation prevalence (125*2 per cent) 
and person prevalence (94.3 per cent) was observed in school 
going children. It further indicated that in the age group 
of 1--4, 11.3 per cent was male and 15*1 per cent was female. 
In the age group of the male and female ratio was 27.3 per 
cent and 27«4 per cent respectively* The age group of 15-35 
comprise 29.0 per cent males and 26.0 per cent females. In 
the age group of 36-55» 24.7 per cent was males and 23*3 per 
cent was females and in the age group of 5-6, 9 per cent was 
male and 5«9 per cent female. 
The studiei^ discussed above indicates that the infes-
tation is much more in early age groups. Schools going and 
pre-school children are much affected by the parasites. It 
is also interesting that females are more victim than males 
in hosting the diseases. 
(iii) Relation between socio-economic status and prevalence 
of parasitic infection. 
The parasitic infestation is very much related with 
the socio-economic status. It is generally believed that 
people of lower socio-economic strata are much succeptable or 
harbouring the parasites than those who are living in high 
economic class. Many studies have shown very much significa-
nce in\their relation. 
28. Op. cit. 
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Agarwal, Gulathi and Bhjwala ^ in their study on 
•Intestinal Helminthic Infection in Relation to Environmental 
Sanitation, Personal Habits and Socio-Economic status in New 
Delhi' observed that income group, inadequately hygenic 
condition, Kultha or mixed housing structure, indistriminate 
disposal of exrets and refuse, open air defection. Unhygenic 
water supply, low educational status were the main cases for 
the intestinal infestation in that region. 
To find out the role of socio-economic groups in the 
incidence of parasitic infection, Younus, Zaheer and Sinha^^ 
conducted a study at Jawan where Rural Health and Training 
Centre^ is situated under the Department of Social and Preven-
tive Medicine, J.N. Medical College, AMU., Aligarh. The study 
reveals that the incidence of parasitic infection was 42.2 per 
cent. The maximum rate of infection 57.7 per cent was among 
very poor 5th social class (according to Prasad's classifica-
tion). In 4th social poor class it was 56.9 per cent; in 3rd 
social class (lower middle class) 23.8 per cent; in 2nd social 
class (upper middle class) 22.7 per cent and in 1st social 
class (rich class) it was 25.6 per cent. This study clearly 
indicate that lower economic class was more victim of intes-
tinal parasites in comparision to high income group. The lack 
of good hygenic condition among lower income group was respon-
29. O.P. Agarwal, Gulati and Bhujwala, 'Study of the Intes-
tinal Helminthic Infection in Relation to Environmental, 
Personal Public and Socio-economic Status. In New Delhi-
Ind. J. Pre. Soc. Med. Vol.3 Dec.1972, pp. 
30. M. Younus, M. Zaheer, Sinha, 'Prevalence of Intestinal 
Parasite (A rural study)' Jr. of Indian Med. Association, 
Vol.69, No. 11 Dec. 1972, pp.24i-?45. 
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sible for maximum prevalence of the parasites. They also 
mentioned that it was quite high among agriculture, labours 
and house-wives. Overcrowding dieting habit and lack of 
sanitary conditions were more important factors in high 
number of incidence. 
Bansal and Bhardwaj'' in their study in Himachal 
Pradesh, subscribed the above finding and observed that poor 
hygenic condition, absence of any type of laterine, hot climate 
with prolonged sumers, low standard of sanitation and economic 
status, were the main factors in appreading the intestinal 
disease. 
In another study of the Prevalence of Intestinal Para-
sites in West Godavri Das and Rao came to the same conclusion 
that the prevalence rate was high among lower income group 
people (82.4 per cent) than high income group people (73*2 per 
cent). This also suggest that unhygenic condition and inade-
quated environmental sanitation were responsible for high rate 
of incidence. 
Mahanta and Laskar^^ in their study conducted in Oil 
India Hospital, Duliajan Assam reported that poor economic and 
illiterate groups were much affected by this infection. An 
51. Op. Cit. 
32. Op. Cit. 
33. Mahanta and Laskar, 'Intestinal Parasitic Infection, 
Journal of Indian Med. Association, Vol. 80, Bo 728, 
April -1553, pp. 
b3 
interesting feature of this study is that all the three income 
groups or social status groups living environment was more or 
less the same. All of them got pure drinking water, and had 
latrines of their own. The only observable difference: in 
these groups were personal hygen, literacy, and monthly income. 
Thus the parasite prevalence rate in this study was compara-
tively lower with others, which can be attributed to improved 
environmental sanitation, safe drinking water, and proper 
disposal of excreta by use of laterine. 
In another study on Prevalence and Pattern of Intesti-
nal Parasitism in Rural Community of Varanasi, Singh, Kumar 
and Srivastava^^ observed that the literacy, poor personal 
hygene, and low socio-economic status were closely interwoven 
and reflected the poor quality of social life which lead to 
vicious cycle of recurrent intestinal infection. 
A study of similar nature was conducted in iv'eerut 
among registered families of Urban Health Centre, Department 
of Social and Preventive Medicine LLRM Medical College Meerut 
by S.K. Koleh, Mishra and Gupta^^ who tried to find out the 
relation between parasitic infestation and environmental 
conditions, personal habits and socio-economic status. They 
found that social and environmental conditions were very much 
significant in infestation. They further observed that here 
34. D.B. Singh, Satish Kumar, 'Prevalence and Pattern of 
Intestinal Parasitism in a Rural community of Varanasi, 
Ind. Jr. Pre. Soc. Med. Vol.15, No.12, March to June 1983, 
pp. 
35. Op. Cit. 
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who had Kutcha and mixed houses had more infestation (74.28 
per cent) than those who had pucca house (61.05 per cent). 
They also made certain interesting conclusion that vegetarians 
were less victim than non-vegitarians and low social class had 
more intestation (72.0 per cent) than high social class (8.33 
per cent). Same as in the case of literacy states and other 
sanitary and social and economic conditions, lower class were 
much prone to disease than hi^er class. 
Same is the case of literacy status and other sanitory 
and social and economic conditions. In all these respects 
lower class people were much prone to diseases than of higher 
class. 
The studies discussed above reveals that socio-economic 
status plays an important role in the phenomena of parasitic 
infestation. The parasitic infestation generally spreads to 
a great extent in poor socio-economic conditions and thus 
people of low status is more prone to the diseases caused by 
parasites. 
A comparative analysis of the prevalence of the para-
sitic infestation is done on the basis of investigations dis-
cussed above. The data relating to it is presented in table 
no.21. According to the data the highest prevalent rate of 
Ascaris Lumbricoid is found in five investigations and the 
lowest is found in three cases. The average prevalence rate 
of this parasite in 23 investigations is 12.07 per cent. The 
b5 
highest prevalence rate of Hookworm is found in three investi-
gations. The average rate of prevalence of this parasites in 
19 investigations is 21.0? per cent. Trichura Trichuris is 
found to be highest in one investigation. E. Coli is found 
to be highest in four investigations. Giardia Lamblia is 
found to be highest only in one case. As for as the E. vemi-
cular, H. Nana, E. histolytica, B. Coli, S. Slaucheri, 
Ankylestoma D. are concern they are not found to be highest 
in any studies discussed above. The average rate of preva-
lence, E. Vernicularis and of T. Trichura in 16 studies is 
3«36 per cent and 5.04 per cent respectively. The average 
rate of the prevalence of H. Nana and E. histolytica in 19 
and 17 studies is 3.92 per cent and 12.11 per cent respectiv^y. 
The analysis reveals that E. Coli's average prevalence percen-
tage in 11 studies 26.41 which is hi^est of all the paraistes 
studied the above discussed studies. As for as the Giardia 
L. its average prevalence rate is 13.54 per cent. The preva-
lence of strongglaides S. is found to be 3.86 per cent. The 
interesting feature of the comparision is that the highest 
rate of prevalence is of E. Coli which is 25.41 per cent and 
lowest average prevalence rate is of Ent. Verun which is 3•36 
per cent. 
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The present study is conducted among two sorts of 
population: rural and urban. For this purpose the investigator 
approached the Rural Health Centre, Jawan and the Urban Health 
Centre Zohrabagh Aligarh where cases of parasitic infection 
are deducted by examination of stools. In the urban Health 
Centre Zohra Bagh Aligarh the doctors advised 610 persons out 
of the total 1000 registered in the centre^ for stool examina-
tion. Out of 610 cases, 350 were found to be positive and 
indicated intestinal parasites. The important feature is that 
out of 350 cases of parasitic infection 29(8.28 per cent) 
indicated two or more parasites. It was revealed after the 
examination of stools that seven types of intestinal parasites 
were commonly among the patients in urban area. The data rela-
ting to the distribution of different kinds of intestinal 
parasites indicate that Ascaries are detected in 68 cases. T. 
Trichjuris in 9 cases, H. Nana in 18 cases, E.Histolytica in 
189 cases, E. Coli in 3 cases, A. Dudenale in 37 cases and 
Giardia in 25 cases. Thus E. Histolytica is the most common 
intestinal parasite in the area as 189 patients suffer with it 
and the second common is Ascaris which is found in 68 cases. 
E. Coli is the most uncommon as only 3 patients suffer with it. 
In Rural Health and Training Centre, Jawan, the 
doctors advised 245 persons out of the total 600 registered in 
the centre, for the examination of stools. It was revealed 
that 150 persons out of 245 suffer with intestinal parasites. 
Further out of 150 patients, 18 the relative percentage is 12.00 
Ifli 
indicated two or more intestinal parasites. According to data 
Ascaris are detected in 52 cases, T.Trichuris in 2 cases, H. 
Hana in 9 cases, E. Histolytica in 30 cases, E.Coli in 9 cases. 
A. Dudenale in 21 cases and Giardia in 25 cases. Here in rural 
area the highest degree of prevalence is of Ascarie i.e. 52, 
the relative percentage is 3A.0 and the next that is E.Histo-
lytica which are prevalent in 30 cases the relative percentage 
is 20.0. The lowest prevalence in the area is of T. Trichuris 
i.e. 2, the relative percentage is 1.33. 
Total No. of persons registered 
No.of patients advised for 
stool examination 
No.of patients found to be 
suffered with parasites 
No.of patients who suffered 
with more than one parasites 
Urban Rural 
' 1000= 600 
610= 245 
350=(57.37) 150(61.22) 
29=( 8.28) 18(12.00) 
Rural 
Total - 150 
Two or more parasites ~ 18 - 12.0 % 
Total number of patient examined 245 positive - 61.22 
Both Urban and Rural Population Total infected cases 500. 
7 1 
S.No. Parasites No. Percent 
1. Ascaris 12f 24.4 
2. Trichura Trichuris 11 2.2 
3. H. Nana 27 5.4 
4. E, Histolytica 219 43.8 
5. E. Coli 12 2.4 
6. A. Duodenale 58 11.6 
7. Giardia 52 10.4 
500 100.0 
Distribution of various types of Intestinal 
Parasites in Urban and rural 
URBAN rural total 
350 150 
Prev. Per. Pre v. Per Pre v. Per. 
Ascaris 68 19.42 52 34.0 121 24.4 
T.Trichuris 9 2.57 2 01.33 11 2.2 
H. Hana 18 5.17 9 16,0 27 5.4 
E.Histolytica 189 54.0 30 20.0 219 43.8 
E.Coli 3 0.85 9 6.0 12 2.4 
A.Duodenale 37 10.57 21 14.0 58 11.6 
Giardia 25 7.14 27 18.0 52 10.4 
350 100 150 100 500 100.0 
C H A P T E R T H R E E 
M E T H O D O L O G Y 
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STATEMENT OF THE PROBLEM 
Intestinal parasitism being rife is of cardinal 
importance as a public health hazard in developing countries 
including Indian sub-continent. Parasitic infestations top 
the list of various intestinal disorders. There is scanty-
information about this ubiquitous entity more so in rural 
India, whose inhabitants are constantly exposed to this peril 
due to the poor environmental sanitation and hygienic condi-
tions. In addition, they are a constant and perpetual source 
of further spread. Considering the magnitude of public health 
problem posed by the intestinal parasitism and resulting 
morbidity, any endeavour in a search of effective control of 
the mellady, and to find out the social and environmental 
condition that play major role in its spreading, is the need 
of the day. For implementing effective control measures, one 
should know about the prevalence and pattern of parasitic 
infestation in particular community. In view of this pers-
pective the present study was carried out. As society and 
environment act as an agents in the transmission of diseases, 
an attempt was made to find out the role of social, environ-
mental and cultural factors in prevelence of parasitic infes-
tation. Thus the present study concentrate on to finding out 
the association between intestinal helminthric infections with 
all possible environmental sanitation, personal habit and 
socio-economic factors. 
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AREA OF STUDY 
It is a canparative study of social conditions 
that help to spread intestinal parasites in rural and urban 
settings. As such it is proposed to comparatively analyse 
the socio-environmental conditions that encourage the 
prevalence of intestinal parasitic infestation. 
It is conducted at Urban Health and Training Centre 
(UHTC) Zohrabagh (Dodhpur) Aligarh under Department of 
Community Health, J.N. Medical College, AMU, Aligarh for 
Urban Community and at Rural Health and Training Centre, 
Jawan, under the same department for rural Community. 
DESCRIPTION OF THE FIELD 
Urban Health and Training Centre, Zohrabagh is 
situated at a distance of about 1 Km form J.N. Medical 
College, AMU, Aligarh. The Juridiction of the centre spreads 
over two nearby Mohalla's Zohrabagh and Jeevangarh, Zohrabagh 
is mainly inhabited by upper class people. The majority of 
the residents in this locality is of University employees and 
drawing handsome salaries. Housing and environmental condi-
tions are generally satisfactory. In contrast to it the 
families residing in Jeevangarh is by and large, comprising 
poor people. As such the social and environmental conditions 
of the locality are not satisfactory. Most of the people 
belong to low social and economic structure. 
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Almost all the registered families residing in the 
above mentioned areas are provided comprehensive health care 
by the centre which conducts the health survey and provides 
all possible facilities to its registered families. Besides 
total Immunization, and other necessary health programmes are 
also provided to them. Health status alongwith other vital 
informations are recorded in the family folders of the regis-
tered families. An index card is issued to the head of the 
families, which indicates the number and names of the family 
members. The centre has registered about 1000 families 
belonging to both the localities: Zohrabagh and Jeevangarh. 
Centre has the facility of laboratory examination of stool, 
urine and blood. There is a team of doctors, laboratory 
technician, pharmacist, social workers and health workers. 
Rural Health and Training Centre (RHTC), Jawan is 
situated in Jawan Block, in Tahsil Koil of Aligarh. The 
Centre is attached to the Department of Community Health, 
J.N.Medical College, AMU, Aligarh, and is situated at Jawan 
Village infront of primary health centre adjacent to the 
Community Development Block, which is about 15 km from Aligarh 
City and lies on the main highway connection Aligarh to 
Bulandshahar. The field under investigations is easily 
approachable by all weather pucca road. The nearest railway 
station is Hardwaganj which lies on Aligarh Bareilly route of 
Northern Railway. The village Jawan has about 5,000 population. 
The social and environmental condition of the village is 
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generally not satisfactory. Most of the people belong to low 
income group. As such the socio-economic condition of the 
people is not adequate. The people are not aware of hygienic 
condition RHTC has registered 600 families of the village. 
The centre provides all the facilities to all the card 
holders. Like UHTC this centre also recorded health status 
alongwith the vital information like, housing condition, food 
and diety habit, drinking water, drainage system, occupation 
income, literary and marital status in the family card of 
the registered families. An index card is given to the head 
of the families bearing the names and numbers of family members. 
The centre has well-equiped laboratory for different types of 
medical examination. A team of doctors social health workers 
also visit the area to educate the people to improve their 
health condition. Peoples are generally cooperative to some 
extent Researcher faced not much difficulty to establish 
report with the people and further to collect relevant infor-
mation forthe purpose of the present study. In the begining 
they hesitate to reply certain questions, but after persuation 
they come out of their responses and express their reaction. 
OBJECTIVE OF THE STUDY 
The study aims at achieving the following objectives: 
1. To study the socio-demographic traits of rural 
and urban patients suffering from the intestinal 
parasitic diseases. 
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2. To study the social and environmental conditions 
in terms of: 
(A) Housing and locality 
(B) Water supply and drainage 
(C) Food and dietry habit, 
(D) Personal hygiene 
where the patients of intestinal diseases live, and 
to canparatively analyse them in rural and urban 
settings. 
3. To find out the relations, if any, of the social 
and environmental conditions with the intestinal 
diseases and compare them in two different 
settings: rural and urban. 
4. To study the cultural constraints that help to 
spread the intestinal diseases and comparatively 
analyse them in rural and urban communities. 
5. To study the perception of rural and urban 
patients of the aforesaid diseases and their out-
look towards social conditions and to find out 
their relation if any, with the disease. 
HYPOa?HESIS yg 
It is proposed to test the following sets of a hypothesis* 
1. - The social condition in which patients of intestinal 
parasitic diseases reside is generally unhygenic. 
or 
Poor and unhygienic social condition generally helps to 
spread intestinal parasitic diseases, 
2. The social condition in rural area is more unhygienic 
than in urban area. 
or 
The group of rural population significantly differs from 
the group of urban population in terms of social condi-
tions. 
3.1 The place of residence and locality where the patients of 
intestinal parasitic diseases reside is, by large, un-
hygienic and unhealthy. 
3.2 The housing condition and locality in rural is more un-
hygienic and unhealthy than in urban area. 
or 
Rural and urban groups of population significantly differ 
from each other in terms of housing and locality. 
4.1 The water supply and drainage system of the areas where 
where the intestinal parasitic infected persons reside is, 
by and large inadequate. 
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4.2 The water supply and drainage system in rural area 
is more inadequate than that of urban area. 
or 
Rural and urban areas significantly differ from 
each other in terms of water supply and drainage 
system. 
5.1 Generally the patients-of intestinal parasitic 
diseases have bad and unhygienic food and dietry 
habit. 
5.2 The food and dieting habit of the patients under 
study in rural area is more unhygienic than that of 
urban area. 
or 
The patients of intestinal parasitic diseases in 
rural area significantly differ from those of urban 
area in terms of food and dietry habit. 
6.1 The patients of intestinal parasitic disease are, 
by and large, do not take care of their personal 
hygiene. 
6.2 The patients of intestinal parasitic diseases in 
rural area are more careless than those of urban area. 
or 
The rural and urban patients under study significan-
tly differ from each other in terms of personal 
hygiene. 
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7.1 The patients of intestinal parasitic diseas'es have 
generally great extent of cultural constraints. 
7.2 The patients of intestinal parasitic diseases in 
rural area have more cultural constraints than 
those of urban area. 
or 
The rural and urban patients under study signifi-
cantly differ from each other in terms of cultural 
constraints. 
8.1 The patients of intestinal parasitic diseases have 
traditional perception towards such diseases and 
their treatment. 
8.2 The patients of intestinal parsitic infection in 
rural area have traditional perception towards such 
diseases and their treatment while their counterpart 
in urban area have modem perception. 
or 
The rural and urban patients under study signifi-
cantly differ from each other in terms of their 
perception towards intestinal parasitic diseases 
and their treatment. 
8i 
VARIABLES 
In the present study both dependent and independent 
variables were taken into account. First of all the infor-
mation was collected about independent variables like age, 
sex, marital status, family status, nuclear-joint, religion, 
occupation and income to expose the important features of the 
population under study. A part from this a series of depen-
dent variables like, structure of house, source of water 
supply, drainage system exreta disposal, personal hygiene, 
and cultural traits were also analysed to find out the extent 
to which they help to spead of intestinal parasitic infesta-
tion. 
THE UNIVERSE 
The universe of the present study is the registered 
families of UHTC Zohra bagh and RHTC, Jawan of the Department 
of Community Health, J.N.Medical College, Aligarh Muslim 
University, Aligarh. 
METHOD 
The major tool of data collection is pre«coded 
interview sheduled. The reason is'ithat it-'may be adminis-
tered to all segment of population. Both the communities: 
rural and urban have illaterate people. The sample is taken 
from both the areas and contains illaterate people. In the 
sample of rural area 46.44 per cent and in the sample of urban 
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area 51•33 per cent are illeterate. In order to maintain 
similar pattern and to assure free and frank response it is 
desided to use these tool for data collection. 
The interview shedule constains the question relating 
to the following areas! 
1. Socio-demographic traits:age, sex, marital status, 
religion family structure, occupation and income* 
2. Social and environmental condition! which includes 
housing condition, water supply, food habit and 
personal hygiene. 
3. Cultural constraints that helps to spread the 
disease. 
4. Patient perception towards disease. 
STATISTICAL ANALYSIS 
In the interview schdule certain questions were 
framed to elicit information on the objective of the study. 
Some questions were in affirmative and some were in negative. 
A priori scoring of 0,1,2, were given to each respondent 
keeping the objective of the study and concerned hypothesis 
in view. The respondent were analysed statistically and 
further categorise into lower, medium and high on the 
calculated value of Q1, Q2, Q3. 
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X^ test has also been used to assess the significance 
among different variables under study. It has further been 
used to find out the differences between rural and urban 
population for comparative analysis. To find out the statis-
tical relation if any among independent variables like age, 
education, occupation, and income, coefficient correlation 
has been used. 
SELECTIOM OF THE SAMPLE 
In the Urban Health and Training Centre Zohrabagh 
1000 families are registered. Against it 600 families are 
registered in Rural Health and Training Centre Jawan only 
from Jawan village, otherwise about 1,400 families are regis-
tered in centre comprising five villages. So only Jawan was 
selected for the purpose of present study for rural community. 
The doctor, after medical check-up advised 245 cases 
for stool examination in the year 1986. Consequently the 
staff collected the stool samples and send them to laboratory 
for examination. The stool samples were examined by saline 
method in the laboratory within two hours of collection. It 
was found that out of the 245 cases advised for the stool 
examination in Rural Health and Training Centre, Jawan, 150 
cases were positive and 95 were negative. It shows that the 
percentage of intestinal infestation is 61.0 per cent in 
rural community Jawan. 
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In the Urban Health and Training Centre 1000 
families were registered, out of which 610 cases were advised 
for stool examination in the year 1986, by the doctors of the 
centre. The stool was examined by the same method by the 
staff of the centre in the laboratory. After examination it 
was revealed that 350 cases are positive and 260 are negative. 
Thus the percentage of prevalence of intestinal parasites is 
57.81 per cent. The data about number of families registered, 
number of the cases investigated, number and percentage of 
positive and negative cases are shown in Table No.1. 
Table No.1 
Health 
Centres 
Families 
Registered 
Investi-
gated 
Positive Negative 
Ppeve. Perc. Preve. Perc. 
RHTC 
UHTC 
600 
1000 
245 
610 
150 61% 
350 57.3796 
95 39% 
260 42.62% 
In RHTC Jawan 150 cases of intestinal parasitic 
infection are detected, in the year 1986 by the doctors 
through stool examination, and some times on the basis 
patients report and symptoms. All the 150 cases were selected 
for the present study. 
In Urban Health and Training Centre ^ohrabagh 350 
cases were found infected by intestinal parasites. As the 
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investigator wanted to select only 300 cases due to time and 
money limit. It created a problem because the number of 
affected cases in Urban centre was quite high. The investi-
gator already selected 150 cases from rural centre Jawan so 
he had to select 150 cases from UHTC. 
The investigator prepared a list of 350 cases from 
the record of UHTC Zohrabagh and sampled out 150 cases by 
selecting every alternate cases from the list. Thus the 
total number of cases selected for the present study is 300: 
150 were from RHTC Jawan and 150 from UHTC Zohrabagh. Over 
all 1600 families were registered in both the centres UHTC 
Zohrabagh and RHTC Jawan, attached to the Department of 
Community Health J.N. Medical College, Aligarh Muslim Univer-
sity, Aligarh. Out of these registered families 500 cases 
were (350 from UHTC Zohrabagh and 150 from RHTC Jawan) were 
found infected by intestinal parasites. Out of the 500 cases, 
300(150 from UHTC and 150 RHTC) were selected for the adminis-
tration of research tools. The data relating to the number of 
cases found infected by parasites and number of cases selected 
from both the centres are given in Table No.2. 
Table No.2 
Centres Families 
Registered 
Infected 
cases 
Selected to 
Study 
UHTC 1000 350 150 
RHTC 600 150 150 
Total 'i:)v600 500 300 
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DESCRIPTION OF FIELD 
The physiography, topography and climatic conditions 
are also considered of the area under study as these also 
affects the onset of diseases. Some diseases grow in damp 
climate and for some disease dry climate is more suitable 
to develop. 
CLIMATE, SOIL AND SUB-SOIL 
The climate prevatent in the western part of the 
U.P. where the RHTC and UHTC is situated is of tropical type, 
with three main seasons: Winter from November to middle of 
March, summer March to June and rainy season from July to 
October. 
The soil of Aligarh is sandy, i.quickly drying and 
mixed with (Reh) salt not much favourable to agriculture. 
TEMPERATURE 
The Aligarh has extream temperatures. Temperature 
is very high during May and June and low in December and 
January. The atmosphere is generally dry all the year. 
The Table 1 shows the maximum and minimum temperature. 
Temperature chart is recorded by Department of Physics, Aligarh 
Muslim University, Aligarh. 
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RAINFALL 
Though the onset of monsoon is schedule In the third 
week of June, but usually the rain starts in the begining of 
July. Table II shows the average rainfall during 1986, This 
is also recorded by the Department of Physics, Aligarh Muslim 
University, Aligarh. 
Table I 
Average Maximum and Minimum Temperatures 1986- Jan-December 
Months Max OC Min. OC 
July 57.3 24.2 
August 34.3 24.0 
September 36.8 20.2 
October 35.0 16.2 
N ovember 29.0 11.2 
December 24.4 5.2 
January 22.5 4.0 
February 29.0 5.1 
March 38.1 8.2 
April 39.0 15.5 
May 44.2 23.0 
June 44.8 24.2 
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Table II 
Average Rainfall in Mlllmeter 
Year 1986 Jan - December 
.92 
Months Average 
Monthly rainfall 
Average 
No. of rainy days 
July .14 
August 340.0 23 
September 180.8 11 
October 120.0 4 
November 7.6 2 
December Nil Nil 
January 6.6 3 
February 30.2 6 
March 0.6 ;i 
April 16.6 4 
May 1.8 2 
June 20.8 5 
Total 803.01 75 
C H A P T E R F 0 U R 
S O C I O B E N O G R I I P i l C T i l l T S 
Ifli 
It is important in the scientific investigation of a 
problem to know the social background of the population under 
study. It gives us an adequate knowledge of the field and 
enables us to understand the role of important variables under 
study to influence population. It will also provide sufficient 
knowledge to understand the relation between dependent and 
independent variables. Thus, the investigator tried to explore 
the social background of the respondent selected for the 
presented study. Before analysing the subjective reactions of 
the respondent to the various items given in the interview 
schedule, it would be useful to know about their social back-
ground. It would not only help us to understand the social 
characteristics of the population but it also provide sufficient 
knowledge to relate the socio-economic traits to the various 
questions posed to them. As the prevalence of parasitic infes-
tation is, to considerable extent, influenced by the socio-
economic backgroiind of a person. So it will be useful to analyse 
the pattern of social background. 
The social background in the present context throws 
ample light to certain issues of the research. It is generally 
said that socio-economic traits of an individual determines the 
ways by which he leads his life. The condition in which a person 
lives and the objects which he generally uses in order to 
maintain his subsistance and survival determines the style and 
pattern of his life. The presence of disease in general and 
parasitic infestations in particular depend upon how a person 
satisfies his needs, maintains his body and gives different 
kind of priorities to different acts and things. It is clear 
beyond any doubt that certain living conditions habits and 
customs are very much helpful to spread disease caused by 
intestinal parasitic infestation. There is some sort of rela-
tion between the structural characteristic of the society and 
the prevalence of certain diseases. Here an attempt is made 
to find out the pattern of socio-economic background of the 
respondent in order to understand the nature and composition 
of the population and its relation to the disease. 
AGE 
Age is one of the important elements in the understand-
ing of the individuals status in the society. The age of an 
individual symbolises his relative position and the prestige 
enjoyed by him in particular social milue. In traditional 
society age is one of the basic determinants of individual's 
status, power and preveleges. Even in modern society age 
reflects the social exposure and some sort of social status. 
In the study of health, age indicates bodily strength and 
weakens. Tender and old age generally considered prone to 
disease as they show weakeneses. The age of youth symbolises 
strength and valour. It can not be the victim of diseases 
according to the general perception of people. The propose to 
study the age of the respondent is to understand which age 
group is more prone to parasitic infection and which group is 
less prone. 
Data relating to the age group of the respondent 
selected from the urban Health and Training Centre, Zohra Bagh, 
Department of Community Medicine, J.N. Medical College, AMU., 
Aligarh, are presented in table 3.1. The respondent are 
devidend into five age groups: 
Table 3.1 
Age group and prevalence of Parasitic infection 
in Urban Centre 
Age Groups Frequency Percentage 
1. 0 
2. 11 
3. 21 
4. 31 
5. 41 
10 
20 
30 
40 
above 
56 
50 
25 
18 
1 
37.33 
33.34 
16.67 
12.00 
0.66 
Total 150 100.00 
0-10, 11-20, 21-30, 31-40, 41 above. According to the data 
the highest percentage of parasitic infection i.e. 37.33 per 
cent is found among the people of age 0-10. It gradually 
decreases as one proceed to the higher age group. Accordingly 
the lowest percentage of parasitic infestation (0.66) is found 
among the people of age group of 41 to above. 
Similar pattern is found among the respondent of the 
rural background selected from Rural Health and Training Centre, 
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Jawan, under department of community Health, J.N. Medical 
College, A.M.U., Aligarh. The only difference is of the degree. 
The data relating to age of the respondent of the rural back-
3 2 
ground are presented in table which indicates that the age 
group of 0-10 has the highest (46.66 per cent) percentage of 
parasitic infestation. 
Table 3.2 
Age group and Prevalence of Intestinal Parasitic 
Infection in rural centre 
Age group Frequency Percentage 
• 0 
11 
21 
31 
41 
10 
20 
30 
40 
above 
70 
43 
20 
9 
8 
46.66 
28.65 
13.37 
6.0 
5. 32 
Total 150 100.00 
In both the cases this group has highest percentage of 
prevalence, but the difference is among the population of 
rural background. The percentage of infestation is 9-33 higher 
than that of urban. It further shows that the age group of 41 
to above has the lowest percentage (5.32) of prevalence. It is 
4.66 higher than that of urban. The data from rural area also 
9; 
reveals the percentage of infection which gradually decreases 
as it proceed from lower to higher age group. The more the 
age the less is the parasitic infection and vice versa. 
A comparative analysis of age of the respondent from 
urban and rural background is presented in table 3.3. It 
indicates the same pattern: the lowest age group has highest 
percentage of prevalence and the highest^age group has lowest 
of it. 
Table 3.3 
Age Groups Urban Rural Total 
Freq. Per cent Freq. 1 Per cent Freq. | Per cent 
0 - 1 0 56 37.33 70 46.66 126 42.0 
11 - 20 50 33.34 43 28.65 93 31.0 
21 - 30 25 16.67 20 13.37 45 15.0 
31 - 40 18 12.00 9 6.00 27 9.0 
40 - above 1 0.66 8 5.32 3.00 
Total: 150 100.00 150 100.00 300 100.00 
In order to determine the significance of difference 
.2 between these two groups x is used. As siegel says: 
" The hypothesis undertest is usually that the two 
groups differs with respect to some characteristics 
and therefore, with respect to relative frequency 
with which group numbers fall in several 
categories. To test this hjrpothesis we count 
the number of cases from each group which fall 
in the various categories, and compare the 
proportion of cases from one group in various 
categories with the preportion of cases from 
the other group" . 
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Thus a null hypothesis is framed. The value of X = 
11.08 which is greater than 9.48 and thus significant at 0.5 
per cent level of significance and 4 df. It enable us to 
conclude that in the case of age and parasitic infestation 
both the group rural and urban population differ from each 
other and the difference is statistically significant. 
Table 3.4 
Age Group Urban Rural Total 
O-' 
1 1 • 
2 1 • 
31 
41 • 
10 
20 
30 
40 
above 
56(6.3) 
50(46.5) 
25(22.5) 
18(13.5) 
K 4.5) 
70(6.3) 
49(46.5) 
20(22.5) 
9(13.5) 
8( 4.5) 
126 
93 
45 
27 
9 
Total: 150 150 300 
7 FO - F^^ X'^  » E > g S where 0 is observed value and E is 
expected value. 
p(cal.) 
YT » 11.08 significant at 0.5 per cent level of 
Tab value 
significance and 4 d. f. 
9.49 -do-
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2. SEX 
Sex distribution of the population is also explored 
to find out the ratio of males and females among the popula-
tion who is affected^by the Intestinal parasitic infestation. 
The data relating to sex ratio of the population of Urban 
background selected from UHTC are presented in Table 3.5. 
According to it among the whole urban sample, 44 per cent are 
males 56 per cent are females. Against it in the sample of 
rural area 58 per cent males and 42 per cent females suffer 
from parasitic infestation. The data of sex distribution of 
rural population selected from RHTC are presented in table 3«6. 
Table 3.5 
Sex ratio in Urban population 
Sex 
» t f f 1 Frequency { Percentage 
Males 66 44.0 
Females 84 56.0 
Total 150 100.0 
The important point is to note that both groups 
indicates different pattern of sex ratio. 
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Table 3.6 
Sex ratio in Rural Population 
r 
Sex ; t 
r-f Frequency } Percentage 
Male 87 58.0 
Female 63 42.0 
Total: 150 100.0 
A comparative analysis of sex ratio of both t3^e of 
population is done and data relating to it are presented in 
table 3.7. 
Table 3.7 
Coraparision between Rural and Urban Population 
Urban Rural Total 
Sex Freq. Per cent Freq. Per cent Freq. Per cent 
Male 66 44.0 87 58.0 153 51.0 
Female 84 56.0 63 42.0 147 49.0 
Total: 150 100.00 150 100.0 300 100.0 
It shows that among the urban population the highest 
percentage of females 84(56.0 per cent) suffers with parasitic 
infection while in rural population highest percentage of males 
87(58.0 per cent) suffers with it. The comparision reveals 
that in urban area females are more prone to these diseases 
ml 
and in rural area males are more prone to it. 
Similarly in urban area males are less prone while in 
rural area less prone to diseases mentioned above. The 
difference between rural and urban groups in case of sex ratio 
is also determined from statistical point of view. For this 
2 2 purpose X test is used. The value of x is 5 , 8 8 which is 
greater than the tabulated value i.e. 3.8A. It is significant 
at 0.5 per cent level of significance and 1 d. f. It further 
indicates that both groups of rural and urban population differs 
in terms of sex ratio. The analysis is presented in Table 5.8. 
Table 3.8 
Urban and Rural 
f 
Sex i t Urban 
T - r 
i Rural i Total 
Males 66(76.55) 87(76.55) 153 
Females 84(73.5) 63(73.5) 147 
Total: 150 150 300 
X2 . D 1 2 ^ ' 
= 5 . 8 8 Significant with 1 d.f. at O.5 per cent 
level of significant. 
X^ = Tabulated value =3.84 
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3. Marital Status 
The information about the marital status of the 
respondent under study indicates some interesting features. 
The data relating to it are presented in table 3-9. According 
to it the sample of urban population S6(64 per cent) are 
bachelor, 43(30 per cent) are married 9(6 per cent) are widows 
or separated. Similarly in the sample of rural population 93 
(62 per cent) are bachelor, 53(35-3 per cent) are married and 
4(2.4 per cent) are window separate. 
Table 3.9 
Marital Urban Rural Total 
Status Freq. Per cent Freq.| Per cent Freq. Per cent 
Bachelor 96 64.6 93 62.0 189 63.0 
Married 45 30.0 53 35.3 98 32.6 
Widow/ 
Separate 9 
6.0 4 2.7 13 4.4 
Total: 150 100.0 150 100.0 30.0 100.0 
It indicates that both the population has similar 
pattern in regard to marital status, which enable us to 
conclude that both the groups of population bachelor are 
more affected by parasitic infection in comparision to married 
persons. Apparently it seems that there is no difference in 
marital status of the both population selected from rural and 
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urban areas. In order to know statistical significance between 
2 
these groups of population x test is used and presented in 
table 3.10. The value of x^ is 2.62 at'65 per cent level of 
significance and 2 degree of freedom vftiich is lesser than the 
tabulated value i.e. 5.99. It indicates that no difference 
lies between two groups. 
Table 3.10 
Marital Status Urban Rural Total 
Bachelor 96(94.5) 93(94.5) 189 
Married 45(49.0) 53(49.0) 98 
Widow/ 
separated 9( 6.5) 
4( 6.5) 13 
Total! 150 150 300 
X2 , s 
X^ = 2.62 insignificant with 2 d.f. at 0.5 per cent 
level of significance. 
4. RELIGION 
Religion is an other important attributer of the 
individual which have tremendous bearing on the health of the 
people. It is observed that infant mortality in India differs 
from religion to religion. According to Park'' infant mortality 
is very low among christians, it is higher among Muslims and 
highest among Hindus, 
t. Op.cit. , p. 123 
Ifli 
These differences are attributed to religion which 
has a bearing on the socio-cultural patterns of living age-old 
habits, customs and traditions affecting clearliness, eating, 
clothing, child care and almost every detail of daily living. 
Cultural factors directly affect the health of the community 
because certain customs and practices, beliefs values and 
religious taboos etc., create an environment that helps in 
spread or control of disease. The folk concepts, beliefs cu^ sStom^  
and practices, and religious, taboos etc. may be devidend into 
two groups (a) positive cultural or religious factors i.e. 
those customs, practices beliefs and religious taboos etc. that 
help in maintenance of health and (b) negative cultural factors 
i.e. those customs and practices, beliefs and religious taboos 
that adversely affect the health of the people or the individual 
of the community. 
Keeping these perspectives in mind an attempt is made 
to find out the religious background of the patients of intes-
tinal parasitic infection. 
Table 3.11 deals with such background and shows that 
120(80 per cent) Muslims are affected by intestinal parasitic 
infection in urban health and training centre v^ile the number 
of affected Hindus is only 30, the relative percentage is 20. 
Against it in Rural Health and Training Centre Jawan 105(70.0 
per cent) Hindus and 45(30 per cent)'> Muslims are affected. 
No other religion is observed in the population under study. 
lOo 
Table 3.11 
Religion Urban Rural 
Freq. Per cent Freq« Per cent 
Total 
Freq, Per cent 
Muslim 
Hindus 
120 
30 
80.0 
20.0 
45 
105 
30.0 
70.0 
165 
135 
55.0 
45.0 
Total 150 100.0 150 100.0 300 100.0 
As far aa total 300 respondent of both Urban and Rural back-
ground is concerned. 165 Muslims, the corresponding percentage 
55 is affected by parasitic infection, and 135 Hindus the 
corresponding percentage is 45 are affected by it. It shows 
that Muslims patient suffering from intestinal infection are 
10 per cent greater than Hindu patient. 
It is also tried to know the statistical difference 
2 
between these two groups. Thus x test is used to attain this 
purpose. The value of x is 76.60 which is far greater than 
the tabulated value 3.84 and thus significant at*0«5 per cent 
level of significance and 1 d.f. It indicates that both group 
of urban and rural population differ in terms of religion. It 
further indicates that Muslims and Hindus also differ from 
each other in terms of Intestinal parasitic infestation. The 
data related to it is presented in table 3.12. 
10. 
Table 3.12 
Religion 1 Urban 1 
r 
1 
Rural 1 .vlTotal 
Muslim 120(82.5) 42(82.5) 165 
Hindus 30(62.5) 105(67.5) 135 
Total! 150 150 300 
Tab. value 
76.60 significant at 0.5 per cent level of 
significance and 1 d.f. 
3.84 
5. CASTE 
Castes among Hindus are very important factor in 
observing the socio-economic condition of the population. It 
is generally observed that lower caste people also have low 
economic status and so due to lack of poor social and economic 
condition they are much affected by the parasitic infection. 
Their cultural and social pattern and low income do not permit 
them to maintain good hygienic condition. 
On the basis of caste, the Hindu society is stratified 
into four ^arnas - Brahmins, Kshatriyas, vaisas and Sudras. 
These are further devided in various other castes and sub-
castes. The caste system in India is an example of a " closed 
class" i.e. there is no mobility or shifting from one to 
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another, and the member remains throughout life where in they 
are born. Each caste is governed by certain rules and sancticns 
relating to endogamy, food taboos, rituals and rules of purity 
and pollution etc. Each caste group with a village is expected 
to give certain standardized services to the families of other 
castes. 
The respondents under study are devided into three broad 
categories of castes i.e. upper, backward and schedule caste. 
Table 3«13 deals with the data relating to castes of the res-
pondent under study. 
Table 3.13 
Castes Urban Rural Total 
Freq. Per cent Freq. Per cent Freq. Per cent 
Upper 3 10.0 34 32.5 37 27.4 
Backward 12 40.0 43 40.9 55 40.7 
Schedule 15 50.0 28 26.6 43 31.9 
Tot alt 30 100.0 105 100.0 135 100.0 
According to data in the sample of the urban popula-
tion 3(10 per cent) patient of intestinal parasitic infection 
out of total 30 belong to upper caste, 12(40 per cent) of 
their belongs to backward and 15(50 per cent) belong to schedule 
castes. 
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It shows that highest rate of prevalence of intestinal 
parasitic infestation is among schedule caste people and the 
lowest among upper caste people in urban areas. In comparision 
to it 34(32.5 per cent) patients belong to upper caste 43(40.9) 
belongs to backward and 28(26.6 per cent) belongs to schedule 
caste. According to it the highest prevalence i.e. 40.9 per 
cent is among backward class and the lowest i.e. 26.6 per cent 
is among scheduled castes. Over all in the entire Hindu popu-
lation of the total sample from rural and urban areas the 
highest rate i.e. 55 the corresponding percentage 40.7 is among 
backward caste. The next to it is schedule caste to which 43 
patients belong the percentage is 31.9. The lowest prevalence 
i.e. 37 (274 per cent) is among upper caste. The analysis 
indicated that upper caste people are less affected by infection 
and backward caste people are more affected by it, and schedule 
caste people fall in between the two. 
2 
X test applied to determine the difference between 
urban and rural population in terms of caste distribution and 
prevalence of intestinal parasitic infections. The value of 
X is 8 . 2 3 which is greater than tabulated value i.e. 5.99 and 
thus significant at 0.5 per cent level of significance and 2 
d.f. It reveals that respondent from urban and rural background 
differs in each other in terms of caste distribution. The data 
relating to it are presented in table 3.14. 
Table 3.1A 
IOj 
Castes Urban Rural Total 
Upper 
Background 
Schedule 
3-(8.22) 
12(12.22) 
15( 9.56) 
34(28.78) 
43(42.78) 
28(33.44) 
37 
55 
43 
Total: 30 105 135 
8.23 significant at 0.5 per cent level of 
significance and 2 d.f. 
5.99 X^ Tab. 
6. EDUCATION 
Education has direct bearing on the prevelence of 
intestinal parasitic infestation. It gives knowledge, 
incalates values and this develop the personality of an indi-
vidual. It develops a sense of cleanliness and sanitation 
among the people and this amends their attitude towards disease, 
health standard and perception of health and disease. In brief 
it determines the ways and styles of life. Illiteracy is a 
major for poor health and sanitation. Illiterates do not 
understand the danger involved in unhygienic way of life. One 
cannot neglect the importance and role of education leading a 
healthy life. This is an important parameter in determining 
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the health condition of the population under study. 
In this perspective information is collected about the 
educational status of the respondent under study. The data 
relating to it are presented in table 3«15. It shows that 
among the sample of urban background 47(31.33 per cent) are 
illitrate, 67(38.0 per cent) are educated upto high school 14 
(9.35 per cent) are graduate, 22(14.65 per cent) secured 
professional education and only 10(6.6 per cent) are post-
graduate. It indicates that highly educated persons are less 
affected by intestinal parasitic infection. According to the 
data highest rate of prevalence of it is found among the people 
who are educated upto high school. In comparision to this in 
the sample of rural background the highest i.e. 70(46.66 per 
cent) of its prevalence is among illiterate. The next to it 
is the people v^o are educated upto high school. Their number 
is 55 and the corresponding percentage is 36.66. Only 10(6.6 
per cent) respondent of the rural background are graduate. The 
number of those who have professional'education is 12, the 
corresponding percent is 8. The lowest prevalence is among 
those who are postgraduate. 
The analysis clearly shows that among the population of 
rural background the more the people are educated the less they 
are infected. Similar pattern is also observed in the analysis 
of total population. Overall 117 respondent (39 per cent) are 
illiterate, 112(37.4 pef cent) are educated upto High School, 
11 
24(8 per cent) are graduate, 34(11.4 per cent) have professional 
education and 13(4.2 per cent) are postgraduate. 
Table 3.15 
Literary 
Status 
Urban Rural Total 
Freq. Percent Freq. Percent Freq. Percent 
1.Illiterates 47 31. 33 70 46. ,66 117 39. ,0 
2.Middle/H.S. 57 46. 00 55 36. .66 112 37. 4 
3.Graduate 14 9. 35 10 6. 68 24 8. 0 
4. Professional 22 14. .66 12 8, ,00 34 11. 4 
5. Postgraduate 10 6. 66 3 2. ,00 13 4. 2 
Total: 150 100. 0 150 100. ,0 300 100. ,0 
The X is also calculated to find the difference 
between both groups of population having urban and rural back-
ground. The value of Y? is 11.92 which is s;ignificant at 0.5 
per cent level of significance and 4 d.f. It indicates the 
significant difference lies between the two groups. Table 3.16 
deals with X^ 
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Table 3.20 
Literary Status i Urban i Rural ; Total 
Illiterate 47(58.5) 70(58.5) 117 
Middle/H.S. 57(56.0) 55(56.0) 112 
Graduate 14(12.0) 10(12.0) 24 
Professional 22(17.0) 12(17.0) 34 
Postgraduate 10( 6.5) 3( 6.5) 13 
Total: 150 150 300 
X 2 = 1 0 ^ ' 
= 11.92 significant at 5 per cent level of signifi-
cance and 4 d.f. 
Tabulated value of X^ = 9.49 
This information shows that literacy affects the 
health of the people to a great extent. It further indicates 
that the infection rate increases gradually with a gradual 
fall in literacy. 
7. OCCUPATIONJ 
Social scientist have used occupation widely as 
determinent of social status of an individual in a community. 
Occupation has enormous importance in all societies for under-
standing human behaviour. In urbanised and industrilised 
societies, where there i-S a substantial division of labour 
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occupation is a major deterrainent of: (1) Economic rewards: 
That is income and wealth which can promote or achieve health 
easier, (2) Extent of authority! That occupation is an impor-
tant of determinent of authority which the individual has over 
other people; it spills over into his life itself, his pleasure 
and other activities, through control of purchasing power. 
Those who receive higher economic rewards tends to be vested 
with greater authority. For example a person who is a judge 
exercises authority not only in the court but commands respect 
from a large number of people. His position enables him to 
acquire authority, (3) Extent of obligations: The extent of 
obligation demanded of individuals by the rest of the community 
will be determined by the occupation he holds. One who holds 
high place occupationally has greater obligations. (4) Degree 
of status: Closely allied with the occupational role is the 
degree of status and standing of the individual in the commu-
nity. For example medical practioners in India enjoy a higher 
status in society than others. The occupation itself will give 
the person status irrespective of personal characterors, age 
and experience, (5) Values and life styles: The occupation of 
an individual very largely will determine many of the values 
the individual has, the things he feels worth pursuing, his life 
2 
style, his pleasure, friendships and relationships with others .* 
Therefore, occupation is widely used as a measure of social 
differentiation. Thus occupation determines the life style 
and standard of living and affects health and environment. 
2. Op.cit., p.62. 
Hi 
It also modifies man's thinking and his ways of living. Social 
determination on the basis of occupation is an effective tool 
for examining the role and behaviour of an individual in 
society. Considerable number of researches in social medicine 
have been conducted to explore the relation between social 
class and disease prevalence. Keeping these perspective in 
view the data relating to occupation of the respondent were 
collected. In case of respondent under 15 years of age the 
occupation of their parents is taken into account. 
Table 3*17 deals with occupation of respondent of 
rural and urban background. According to it, in the sample of 
urban people only 8(5.3 per cent) are engaged in agriculture, 
60(40 per cent) do service and other Jobs, 20(13.3 per cent) 
are engaged in teaching and other technical Jobs. In the same 
context 35(23 per cent) are labourer and 27(18.0 per cent) do 
business. Thus in urban community the highest number of person 
i.e. 60 do service and other Jobs and next highest 35(23 per 
cent) are labourer, and 27(18.0 per cent) do business. Thus 
in urban community the highest number of person i.e. 60 do 
service and other Jobs and next highest 35(25 per cent) are 
labourer. 
Table 3.17 
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Occupation Urban Rural Total 
J'req. Per cent Freq. Per cent Freq. Per cent 
Agriculture 8 5.3 45 30.0 53 17.66 
Service/other 
job/House wife 
60 40.0 30 20.0 90 30.0 
Teaching 20 13.3 10 6.6 30 10.0 
Labourer 35 23.4 40 26.6 75 25.0 
Shop/ 
Businessman 
27 18.0 25 16 .8 52 17.4 
Total: 100.0 100.0 300 • 100.0 
In comparision to it in the sample of rural community 
45(30 per cent) engaged in agriculture, 30(20 per cent) do 
service and other jobs and 10(6.6 per cent) do teaching or 
professional job. Further 40(266 per cent) labourer, and 
2 . 5 ( 1 6 . 8 per cent) are business man. The highest number of 
respondent are engaged in agriculture i.e. 45(30 per cent) and 
the lowest 10(6.6 per cent) are engaged in teaching and other 
professional Jobs. In the whole sample 53(17.66 per cent) are 
engaged in agriculture, 90(30.0 per cent) in service and 
other jobs and 30(10 per cent) are in teaching and other 
professional job. In the same context 75(25.0 per cent) are 
labour and 52(17.4 per cent) are engaged in business. It is 
clear from the analysis, out of the total sample(300) from 
both urban and rural communities the highest i.e. 90(30 per cait) 
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are engaged in service and other jobs. The next highest 75 
(25.0 per cent) are labourer, agriculture comes on the third 
place as 53(17.66 per cent) persons do it. The interesting 
feature is that lowest number 30(10 per cent) persons are 
engaged in teaching and other professional jobs. 
The X is used to determine the significant difference 
p 
between two groups of population. The value of X is 35*58 
and thus significant at 5 per cent level of significance and 
4 d.f. 
Table 3.18 
Occupation 
f — 
; Urban 
f 1 J Rural Total 
Agriculture 8(26.5) 45(26.5) 53 
Service & other 
job 
60(45.0) 30(45.0) 90 
Teaching/ 
Professional 
20(15) 10(15) 30 
Labourer 35(37.5) 40(37.5) 75 
Business 27(26.0) 25(26.0) 52 
Total! 150 150 300 
X = 33«58 significant at 5 per cent level of 
significance and k d.f. 
Tab. value- 9.49 
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8. INCOME 
Income is an important factor to determine the subsis-
tence of an individual and thus his status in society. It 
also affects his food habit and sense of personal hygiene. It 
enables a man to spend considerable amount of the money in 
maintaining his health and making his surroundings conducive 
to health. It further indicates status according to v»hich a 
man adopts different ways and manners to establish relation 
with the external world as well as to lead his life. 
It is generally believed that health differs from 
class to class and the same case is with the diseases. Those 
who belongs to upper class have a larger life expanly, less 
mortality and a belt or health than those belong to lower 
classes. Diseases are also subject economic position and 
status. Certain diseases are common among the people of upper 
class. Similarly we find the incidence of other diseases among 
the people of lower classes. For example corBnasy heart 
disease, hypertension, diabetes have high incidence among 
upper class people, whereas other classes have low incidence 
of these diseases. 
Similarly diseases of skin, eye, ears diarrhorea and 
dysentry have high incidence in other lower classes, which can 
be ascribed to the poor state of physical environment in 
which they live. Social class differences have also been 
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observed in the family structure, and utilisation of medical 
and health services^. Families in lower classes are bigger 
in size, women marry early and bear more children. The upper 
social classes are characterised by small sized families and 
less children. There are sufficient differences in utilisa-
tion of medical health services. Individual in the lower 
social classes have been found to make less use of the hospital 
facilities, consult the doctors less often and are less likely 
to utilize preventive health services. 
In order to understand the economic status of respondent 
relevent information is collected from respondent and presented 
in table 3.19. In the sample of urban community 45(30.00 per 
cent) persons earn upto Rs.500, 26(17.73 per cent) ear Rs.500 
to 1000 and 33(22 per cent)'ear Rs.1000-1500. Further 26(17.34 
per cent) earn Rs.1500 to 2000 and 20(13«33 per cent) ear 
Rs.2000 and above. The highest number of person have tipto 
Rs . 5 0 0 as their monthly income and lowest number of persons 
have highest income i.e. 2000 and above. Against it in the 
sample of rural community 55(36.67 per cent) ear Rs.500 to 1000, 
24(16 per cent) earn Rs.1000-1500, 19(12.67 per cent) ear 
Rs . 1 5 0 0 to 2000 and only 9(6 per cent) earn Rs.2000 and above. 
3- Op. cit. p.64. 
Table 3.20 
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Income groups Urban Rural Total 
Freq. Per cent Freq. Per cent Freq. Per cent 
Upto 500 45 30.00 55 36.67 100 33.3 
500 -1000 26 17.7 43 28.67 69 23.0 
1000-1500 33 22.0 24 16.0 57 19.0 
1500-2000 26 17.30 19 12.67 45 15.0 
2000-above 20 13.00 9 6.00 29 9.7 
Total: 150 100.0 150 100.0 300 100.0 
The pattern of income is the same except the next 
highest number. In the sample of urban community the next 
highest number of persons i.e. 33 earn Rs.1000 to Rs.1500 in 
f 
a month while in the sample of rural the next highest number 
of person 43 who earn Rs.500 to 1000. Overall in the total 
sample 100 persons earn upto Rs.500 in a month 69 earn Rs.500 
to 100, 57 earn Rs.1000-1500, 45 Rs.1500-2000 and 29 Rs.2000 
to above. 
The value of X^ = 11.86 which is significant at 0.5 
per cent level of significant and 4 d.f. 
Table 3.20 
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Income group Urban Rural Total 
Upto 500 
500 - 1000 
1000--f500 
1500- 2000 
2000- above 
45(50) 
26(34.5) 
33(28.5) 
26(22.5) 
20(14.5) 
55(50) 
43(34.5) 
24(28.5) 
19(22.5) 
9(14.5) 
100 
69 
57 
45 
29 
Total: 150 150 300 
X"^  tab. = 9.49 
Calculated value is greater than the tabulated 
value, so it is statistically significant. 
9. FAMILY 
Whenever the community health research is conducted 
family is being taken as a unit to deal with. The family is 
a group of biologically related individuals. Family performs 
many functions in which so we are relevent to health and 
health behaviour and that is important from health point of 
view. 
Two types of families are generally observed: 
1. The nuclear or single family; This type of family is uni-
versal in all human societies. It generally consists of 
married couple their children. They generally tend to occupy 
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the same dwelling space. In nuclear family the husband 
usually plays a dominent role in the house hold. The husband 
wife relationship is likely to be more intimate in nuclear 
family than the joint family. 
2. The .joint family or extended familyt This type of family 
grouping is common in India particularly in rural areas, than 
in urban city or industrial areas. Now it is breaking because 
people are migration to the urban or industrial areas for jobs, 
education and better means of livelyhood. The joint family 
generally consists of a number of married couples and thus 
children who live together in the same household. They holds 
common property and land. All the authority is wested in 
senior male number of the family, who is the most dominent 
member and controls the internal and external affairs of the 
family. 
In the present study information is collected about the 
types of family. The data show that in urban locality there 
are 96(64 per cent) unitary or single families and 54(36 per 
cent) external or joint families. But in rural locality it 
is just reverse. In rural locality the number or joint is 84 
(56 per cent) and that single family is 66(44.0 per cent). The 
interesting feature is that in rural area the number of joint 
family is not very high as it should be. The reason for the 
may be Jawan, where the shidy was conducted is highly exposed 
to urban centre and gradually aquiring its traits. Consiquently 
the joint family is gradually dismitigrating. 
Table 3.20 
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Type of family Urban Rural Total 
Freq. Per cent Freq • j Per cent Freq .|Per cent 
Single 96 64.0 66 44. 0 162 54. 0 
Joint 54 36.0 84 56. 0 138 46. 0 
Total: 150 100.0 150 100. 0 300 100. 0 
A comparative analysis of the family structure in 
urban and rural areas show that overall the number of single 
entry is 162(54 per cent) and that of Joint family is 138(46 
per cent). The single family is 8 per cent higher than joint 
family. 
2 To show the significance between two groups X test is p 
used. The value of X is 12.08 which is significant at 0.5 
per cent level of significance at 1 d.f. 
Table 3.22 show the X^. 
Table 3.22 
Type of Family • Ui^ban j 1 Rural ; Total 
Single 96(81) 66(81) 162 
Joint 54(69) 84(69) 138 
Total! 150 150 300 
X^ = (Q « 12.08 significant at 5 per cent level 
of significance at 1 d.f. 
Tabulated value = 3.84 < 12.08 calculated value. 
C H A P T E R F A V E 
S O C I A L A N D E N V I R O N M E N T A L 
C O N D I T I O N 
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The health of a man is rooted in his environment. 
Environmental conditions, generally characterised as " social 
conditions" , affect the growth and development of infectious 
agents and the resistance of susceptible host. In recent 
years, since man's relatively successful conquest of communi-
cable as well as parasitic diseases and the rapid growth in 
impedence of the chronic degenrative diseases increased 
attention has been focussed on the social as well as the 
physical aspect of man's environment. How man lives has 
become as important as vdiere he lives. Socio-environmental 
factors lay the foundation of man's living on the earth. 
These factors are intimately related to an individual's expo-
sure and susceptibility to diseases. In terms of both ancient 
and modem history, sanitation-activities aimed at the prano-
tion of environmental health represent a major phase of 
community health. " The need for a healthful environment is 
common to all people? it cuts across boundaries of occupations, 
race, class and politics. If it differs from neighbourhood to 
neighborhood and from region to region, it differs not in 
fundamentals but only in complexity" . The health status of 
an individual, a ccanmunity or a nation is determined by the 
interplay and integration of two ecological universes- the 
internal environment of man himself and the external environ-
ment which surrounds him. In the modem concept disease^ is 
1. Mollis, Mark: 'Environmental Health Needs a Dynamic 
Society', Pub. Health Rep. 67j903, Sep. 1952, p.62. 
due to a disturbance in the delicate balance between man 
and his environment. The three ecological factors(agent, 
host and environment) are responsible for a disease. The 
disease agent is usually identified with the help of the 
laboratory, the host is available for study? but the 
2 
environment from which the.-patient comes is largely unknown . 
Yet frequently, the key to the nature, occurance, prevention 
and control of diseases lies in the environment. Without 
this knowledge, this key may not be available to the physi-
cian who desires to cure, prevent or control a disease. 
Environment is defined by Leavel Clark^ as " the 
aggregate of all external conditions and influences affecting 
the life and development of an organism, human behaviour and 
society" . UNESCO considered the Norwegian Professor Week's 
definition as identical to it. Week said that " the environ-
ment is a part of the world which man influences and is also 
influenced by it" Martin has also rightly defined environ-
ment as follows; 
" the environment is as the whole of the world 
around us, i.e., the air we breath, the water we 
drink, the food that we eat, the ground that we 
walk on and all the other living things as well" ^ 
2. op.cit. p.120 
3. H.R. Leavel and E.G.E.Clark 'Preventive Medicine for 
Doctors in His Community. Mc Uraw Hill New York, 1965-
4. 'U.N. Chief Environmental Problem of Modem Society" , 
U.N. Conference on Environmental Education, 1977, UNESCO.Pub. 
5. G.G. Martin, " Development and Problem of Pollution in Iraq" 
in Seminar on Industrial Development and Environmental 
Pollution. Baghadad, Iraqi Federation of Industries Nov. 
14-16, 1976. 
The Society lays stress on the total well being that 
pennits the individual to utilise full potential for healthful, 
social living. Healthful Social living depends upon many 
factors. The health of the people depends upon Social and 
environmental conditions under which they live and work upon 
security against fear and want, upon nutritional standards, 
upon educational facilities, for exercise and leisure. So 
social environment and heredity are important factors affecting 
the health of individuals. Man is influenced by his environ-
ment to which he is exposed since his birth. Since the beginn-
ing of his life he comes in contact with his mother, father, 
neighbour and other people through which he acquires knowledge 
and shapes his beliefs towards the world. Thus, a social 
environment plays an important role to mould and determine 
the attitude and opinion of a man towards disease and illness. 
The word " Sanitation" is derived from the Latin 
word Sanitas which means a state of health. The dictionary 
meaning of the word sanitation is " the science of safeguarding 
health" . One of the best definitions is that given by National 
Sanitation Foundation of the USA, which is as follows: 
'Sanitation is the way of life. It is the quality 
of living that is expressed in the clear heme, the 
clean farm, the clean business, clean neighbourhood 
and the clean community. Being a way of life it 
must come from within the people; it is nourished 
by knowledge and grows as an obligation and an 
ideal in human relations'. 
The WHO defines environmental sanitation as " the control 
of all those factors in man's physical environment which 
exercise or may exercise a deleterious effect on his 
physical development, health and survival" . 
The sanitation covers the whole field of controlling 
the environment with a view to prevent disease and promote 
health. Man has already controlled a number of factors in 
his environment, e.g. food, water, housing, clothing and 
sanitation. These controllable factors are included in the 
" Standard of living" i It is the control of these factors 
that has been responsible for considerable improvement in the 
health of the people during the past century in the developed 
countries. However, man's mastery over his environment is not 
complete. As old problems are being solved, new problems are 
arising. Air pollution is a growing concern in many urban 
centres. Industrial growth has given rise to the problems of 
environmental pollution by industrial wastes. Therefore the 
attainment of healthy environment is becoming more and more 
ccraplex. India is still lagging far behind many countries in 
the field of environmental health. The basic problem of safe 
water supply and sanitary disposal of human exreta are yet to 
be solved. Much of the ill health in the country is due to 
defective environment. Since more than 80 per cent of the 
population of India live in rural areas, the problem is one 
of sanitation. 
SANITATION AND CULTURE 
In the perspective of ecological sub system sanita-
tion is largely a matter of " regulation of man-environment 
relationship in the interest of health" . In the hands of 
technocrats the word sanitation has however become synonymous 
with a few technological interventions (such as latrines, 
waste disposal, sewage, water supply vector control and more 
recently air and water pollution control). This has led to 
be neglected in public health of the whole spectrum of 
cultural and behavioral interventions in man environment rela-
tionship which the term " sanitary" originally signifies. 
In all human culture, the agents, situation and path 
ways perceived to be associated with current diseases consti-
tute a major cultural imperative^. Constant innovations and 
adaptations in health culture is one of the ways in which 
folk communities strive to achieve a balanced relationship to 
perceived disease risks. The ongoing process of culture-
parasites relationship is analogous to biological interactions 
implicit in hos parasite relationship. 
The social conditions in which a person lives deter-
mines his attitudes and perception towards social and natural 
objects and he behaves accordingly. This is very much applLcalie 
6. Bronislaw Malinowski The Scientific Theory of Culture and 
other Essays, Chapel Hill, University of North Carolina 
Press, I W , t).l69. 
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to health, disease and treatment. If a person lives in un-
hygienic conditions he will be naturally affected by patho-
genic and parasitic elements and develops diseases. But he 
will never be concisous about the responsible living condi-
tions. The investigator observed in the field study that 
some of the respondents do not subscribe to the view that 
living conditions are responsible for the parasitic infec-
tions diseases. Instead they argue that from childhood to 
old age they lived and grew up in the similar atmosphere 
and conditions but rarely suffered from this kind of diseases. 
It is this attitude of the respondent that sometime proves 
fatal to their health. 
There is no doubt that the social and living condi-
tions are responsible, to a great extent, for spreading the 
parasitic infection. The place where a person lives, the ways 
in which he works, the beliefs through which he develops the 
custom that he follows, the culture that he practises, are 
some of the important factors which affect his health. 
The social and environmental factors which are res-
ponsible forthe maintenance of health of a person or community 
are of different varieties. These are the main criteria for 
determining the social and environmental factors responsible 
for accumulating and spreading the different types of diseases 
specially the intestinal parasitic diseases. These basic 
sanitary conditions are necessary for the elimination of the 
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gross causes of parasitic disease in the population. They 
are as follows: 
1. Housing 
2. Disposal of waste, water supply and 
drainage. 
3. Food habits 
4. Personal hygiene 
1. HOUSINg; Housing, in the modem concept, includes 
not only the " physical structure" providing shelter but also 
the immediate surroundings and related community services and 
facilities. The WHO prefers to use, the term " residential 
environment" which is defined also the physical structure 
than man uses envirous of that structure including all nece-
ssary services, facilities, equipments and devices needed or 
designed for the physical and mental health and so well being 
of the family and the individual"^" . To put it briefly a 
healthful residential environment is one in which the family 
g 
can develop and flourish physically, mentally and socially . 
HOUSING AND ITS RELATION TO HEALTH 
Good housing is one of the ablest handmaidens of 
good health. Bad housing with its resultant overcrowding. 
7. WHO Tech. Rep. Ser. 1971 
8. National Environmental Engineering Research, Institute 
Technical Digest No. 15. 
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filth, lack of personal and family privacy, its noises, its 
odors and its dark and dirty comers, breaks down family 
morale and has an adverse and evil influence upon the happi-
ness, welfare, and health of the people. 
It is very difficult to prove that any given specific 
disease is produced by bad housing conditions. But the over-
all convincing. There are many studies on the prevalence of 
diseases in relation to housing condition. In those studies 
it is invariably found that there is a close correspondence 
of intensity of illness with intensity of bad housing, whereas 
good housing is accompanied'-by good health. 
The illustration obviously does not give the conplete 
explanation of the situation! bad housing is accompanied by 
poverty, ignorance and in carelessness and indifference to 
matters relating to health promotion. 
It is true that bad housing conditions is not the 
sole factor in production of a high incidence of illness in 
the slums or in the village* and it is also true that if ideal 
housing conditions are suddenly provided on a wholesole scale 
to all the people, the immediate results on disease incidence 
would be disappointing, But with bad housing the other related 
handicaps are almost insurmountable, whereas good housing is 
one of the first steps towards soimd community planning. 
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President Herbert Hoover's conference on Home Building 
and Home Ownership in 1982 resulted in a fine report on Housing 
and the community. This report emphasized the fact that good 
housing is of real social, economic and aesthetic importance. 
The effect of good housing upon health was noted to be more 
or less incidental and indirect component of its other benefits 
to the community. The committee studied the effects of housing 
upon delinquency and crime and health status. Housing was 
studied also in its relationship to citizenship, recreation 
and education. This report emphasized the fact that good 
housing is invariably associated with good health. But the 
report also showed the ill effects of bad housing and slums 
conditions upon health which cannot be measured directly, 
since this factor cannot be separated from its accompainments 
of other slum conditions, such as poverty, ignorance, sloth, 
slovenliness, poor haredity, racial custans of slum dwellers, 
accumulation of filth and dirt, malnutrition, poor family 
planning and low social conciousness. In brief, the report 
stated that the bad housing is known to be associated with 
poor health; and good housing and good health go hand in hand. 
But the exact relationship of the one to the other cannot be 
appraised quantitatively. The report also showed that there 
was a close relationship between poverty and bad housing 
and high infant mortality, particularly from intestinal which 
cause diarrhoea. Although he could not relate it directly but 
it is as clear now as it was then that overcrowding, lack of 
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sunlight, filth, insufficient provision for recreation, mal-
nutrition and all the other accompaniments of bad housing and 
poverty do contribute directly to moral and physical decadence, 
promote the incidence of infections and other diseases and 
have an adverse effect upon the health of the people in urban 
and rural slums. One of the clear cut effects of bad housing 
upon health is overcrowding. Many human infections are trans-
mitted by direct contact. When families live huddled together 
in a small space, with no privacy, with insufficient facili-
ties for bathing or for keeping the hcxne clean, it is inevitable 
that famital outbreaks of household infection will occur. 
ESSENTIAL REQUIREMENT OF A HOUSE! 
Q 
An expert Committee of the WHO recommended the 
following criteria' for healthful housing: 
1. Healthful house provides physical protection and 
shelter. 
?., It provides proper facilities for cooking, eating, 
washing and ecretory function. 
3. It is designed, constructed, maintained and used 
in a manner such as to prevent the spread of 
communicable diseases. 
4. It provides for protection from hazards of exposure 
to noise and pollution. 
5. It should have sufficient number of rooms. 
9. WHO, Technical Report Series No.5^0, 1974. 
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6. It should have ready accessibility to sanitary 
facilities i.e. safe water supply, safe sanitary 
human excreta disposal kitchen waste. 
7* It should have appropriate protection against 
excessive heat, cold, rainfall wind and dump. 
8. It should have adequate ventilation. 
9* Housing of domestic animals should be separate. 
10. Protection against animal insects and flies. 
11. It should be structurally sand and dry, no 
dumpness. 
In addition to this there are several other compo-
nents of good housing in relalion to healthr protcc^^w - _ 
1. There should not be overcrowding. 
2. Provision for adequate privacy 
Provision for opportunities for normal community 
life. 
These are the basic components for ideal housing or good 
housing. These criteria should be kept in mind when an 
individual builds a house or an organisation or provides 
housing facilities to the members of a community. Housing 
has an important bearing on family life and educational 
achievement. It further indicates level of culture and 
social status. 
It is evident fran the above explanation that 
housing does not mean only shelter but it must also provide 
other relative facilities as mentioned by WHO which are 
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considered necessary for monitoring health. The investigator 
collected fruitful information about the housing condition 
of the respondents of both the communities, rural and urban, 
in order to know how much criteria they fulfil and how much 
facilities they provide to the people. This information 
helps us to understand the nature of physical surroundings 
in which people live and further enable us to understand the 
location of physical surroundings with the spread of parasitic 
infestation. 
From the above description of the housing, the present 
study^ reveals-i^ rartr^ tire iiouses-in both localities do ndtTuIfil 
the basic requisites. Despite the abundance of space in the 
villages houses are generally huddled together, poor in quality 
and inadequate from health point of view. Though air and light 
are available in abundance in the area, people do not take 
advantage of these gifts of nature. Leaky roofs, absence of 
good flooring and constant presence of dampness are the 
characteristic feature of the majority of houses in the village 
" Jawan" , the universe of the present study for rural people. 
The poor housing conditions described above adversely affect 
the villager's resistance which gradually decrease day by day. 
The reason of this miserable condition is well known. 
It is generally observed that ignorance, poverty, a sense of 
insecurity and age-old habit are, largely responsible for 
such conditions. The housing condition in urban area is scxne-
what different from that of rural as there are certain improve-
ments in it. 
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The slum in urban communities is an exception. It 
is the worst type of human setlement which lacks all facili-
ties of a good house. The conditions prevailing in it are 
injurious to human life. 
Houses in the areas under study may be classified , 
into three categories on the basis of their physical features. 
They are: 
1. Pucca 
2. Semi Pucca and 
3. Kacha/Jhuggies 
The data show that in urban area there are pucca, 
56 semi pucca and 60 kaccha houses. This indicates that the 
prevalence of parasitic infection is high. 60 in kaccha 
house and prevalence reduces as the housing condition improves 
to semi pucca and pucca houses. So the table shows that the 
people living in pucca houses have the minimum chance of 
getting infected with parasitic infection as compared to the 
people living in kuchcha houses and jhuggies. 
Same pattern was observed in rural locality. The 
prevalence of intestinal helimenthic infection was also much 
high 80 in kuchcha/jhuggies as compared to semi pucca 45 and 
25 pucca houses. 
Table - 4.1 
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Type of 
Houses 
Urban Rural Total 
Prev. Percent Prev. Percent Prev. Percent 
Pucca 34 22.6 25 10.66 59 19.66 
Semi-Pucca 56 37.34 45 30.00 105 35.05 
Kachcha or 
Jhuggies 
60 40.00 80 53.34 136. 45.34 
Totali 150 100 150 100 300 100 
Over all out of the total 300 infected persons 59 
(19.66) reside in pucca houses, 105(35.0 per cent) in Semi-
Pucca and 136(45«34 per cent) reside in Kuchcha or Jhuggies. 
The comparative data from rural and urban areas which 
are presented in Table 4.1 indicate the nature of difference 
between the two. 
Table 4.2 
Urban Rural Total 
Pucca 
Semi-pucca 
Kachcha or 
Jhuggies 
34(29.5) 
60(52.5) 
56(68) 
25(29.5) 
45(52.5) 
80(68) 
59 
105 
1 3 6 
Total 150 150 300 
X'^  » 8.68 Significant at 0.05 per cent level of 
significance and 2 df. 
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In order to find statistical difference between two 
2 2 different population X is used. The value of X is found to 
be 8.68 which is greater than 5.99 i.e. tabulated value and 
thus significant at 0.05 per cent level of significance and 
2 degree of freedom, which show that both groups are different 
in respect of nature of houses. The analysis i£^  presented in 
Table 4.2 
It indicates that housing condition is associated 
with the prevalence of disease. Consequently if the housing 
condition is bad it will naturally affect the health of the 
people. ~ - - - - - _ __ 
HUMAN EXCRETA DISPOSAL 
The health hazards caused by human excreta is a big 
challenge to the environmental sanitation of a community. It 
is a source of many infections and environmental pollution. 
Safe removal of human excreta is the responsibility Qf every 
society so that it may not constitute a threat to public 
health. The socio-econoooic status of the commvinity can be 
achieved by decreasing high morbidity and mortality associated 
with its safe disposal. People are ignorant that faeces is 
infectious and pollutes water and soil, contaminates food and 
propagates flies. Due to this, disease like typhoid, dysen-
tries, diarrhoeas, cholera hookworm, ascariasis, viral hapati-
ties and similar other intestinal and parasitic infectious 
cause a great problem to the society. 
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Excreta disposal is a universal problem but it is 
very serious in third world countries like India, Sri Lanka 
and Bangladesh. In India more than 80% population lives in 
rural areas and the majority of them " go to fields" for 
defication and this pollutes the environment. The condition 
in many of the urban areas also is not satisfactory as the 
sewage system is not adequate to cope with the entire urban 
population. The condition of the slums and subslums is 
worse than that of rural areas. Statistics Indicate that 
the intestinal groups of diseases claim about 5 million lives 
every year whiTe^another niidHm-peopl^-suffer-Jxom^^these 
10 intestinal infectious diseases . 
Different studies were conducted in different states 
in the community Development Blocks e.g. The ones done in 
A.P., Bihar, West Bengal, M.P. show that enteric group of 
fevers is very common in rural areas- the annual incidence 
varying from 102 to 2,119 per 100,000 of population''''. 
Hookworm disease is also known to be highly prevalent; about 
45 million people are estimated to be infected with hookworm. 
This alarming problem can be minimised only through disposal 
of human extfreta which is the comer-stone of all public 
services. 
10. Indian Council of Medical Research. Review of work done 
on Rural latrins in India. Special Report Series No.54,1966. 
11. Directorate General of Health Services, Ministry of 
Health New Delhi. Rural Laterin Programmes 2nd. ed.l962. 
13J 
The factors by which the faecal - borne diseases 
are transmitted to a new host is as follows* 
The human excreta of a sick person or a carrier of 
disease is the main source of parasitic infection. It 
contains the disease agent which is transmitted to a new 
host through various channels! (1) water (2) fingers 
(3) flies (4) soil and (5) food. These events are shown 
in fig.1. 
Community medicine aims at breaking the disease 
cycle at vulnerable joints. The disease cycle (Fig.1) ma^ 
be broken at various levels: segregation of faeces, protec-
tion of water supplies, protection of foods, personal hygiene 
and control of flies. Of these, the most effective step 
would be to segregate the faeces and arrange for its proper 
disposal so that disease agent can not reach the new host, 
directly or indirectly. 
During the field survey in rural area the investi-
gator observed that the people generally go to the field to 
deficate and leave the night soil which is sometime eaten by 
animals. 
It is also observed during the field work that there 
is difference in habit of defication among Hindus and Muslim. 
Most of the Hindu males and females go to the field for 
defecation vdiere as the Muslims have latrine inLtheir houses. 
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Though some of the male members go out side the house for 
defecation, yet all female members use the latrine M their 
houses because they are not supposed to go out side the house 
due to the tradition of purdah. Hasan observed the same 
12 feature in rural community in his study of village chinaura . 
Hindus traditionally go out for easing because they 
feel unhygienic and uncomfortable inside the latrine. 
According to them the atmosphere inside the latrine is dirty 
and full of foul smell which makes them feel bad. Further 
these are breeding: olaces of flies. Thev also consider it 
good to go to the field early in the morning as they enjoy 
morning walk and breeze- a gift of nature. Another reason 
is that their houses are small and if a latrine is provided 
inside the house they will have to live very close to it and 
that would be very unclean way of living. They also consider 
it to be very unclean to defecate at a place where is already 
some excrete of other persons. Another important reason in 
this context is that they do not know how faecel borne diseases 
are spread. Hindus women usually go out to the field to ease 
in groups. Going in groups serves may purposes. There is a 
fear among them that if a woman goes singly some enemy, thief 
or criminal may attack her but if they go in group, there is 
no such danger. Beside, women take some time off from the 
busy domestic hours, meet other women outside and talk together 
on various subjects. The women especially the daughter-in-law 
do most of the work inside the house and remain indoors for 
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most of the day. In the field they find a certain amount of 
leisure time to meet together in the open air and exchange 
ideas 
Men in the village go for defecation singly and not 
in groups. Some of them take a spouted Jug (Lota) full of 
water with them for cleaning the parts, but a good number of 
them do not do so, especially during the rainy season. Under 
such circumstances they sit near a pond and clean the parts 
with pond water after easing. This is one of the greatest 
sources of pollution of pond water. 
These are some of the beliefs and practices among 
the rural people which the investigator came to know during 
field work. These existing habits are generations old and 
rooted firmly in the behaviour of the people and these are 
greately responsible for morbidity and ill health. 
The data about excreta disposal in the urban area 
are presented in table 4.3. According to it, the least 
affected persons are those who use flush latrines. They 
constitute 18.66 per cent of the sample. Those who use 
service latrines fall in the highest position as their percen-
tage is 43.34. Those used to go out side for defecation 
fall in the middle as their percentage is 30.0. The only 
13» A report on the Conference held in New Delhi on 10-11th 
Sep.1956, to discuss the " Social and Cultural Factors 
in Environmental Sanitation in Rural India" , Ministry 
of Health, Govt, of India 1957. 
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difference between these groups of population is that in the 
urban area people who go to the field for defecation fall in 
the middle while in rural area people who use service latrine 
occupy this position. 
Similar pattern has also been observed in the sample 
of rural area the data of which are presented in Table 4.5. 
The data indicates that 13 people (8,66 per cent) have flush 
latrines in their houses, whereas 5A(36.0 per cent) people 
use service latrine which is cleaned by sweepers daily and the 
remaining 83(55*34 per cent) people are habitual to field 
deferati oir These are the .persons^ who are highly affected 
intestinal parasitic infestation. 
Table 4.3 
Type Urb^nij' I'j Rural Total 
Prev. Percent Prev« Percent' • ..Prev. jvPercent 
Flush 28 18.66 13 8.66 41 13.66 
Service 65 43.34 54 36.00 119 39.66 
Field 
defecation 57 
38.00 83 55.34 140 46.68 
Total; 150.0 100.0 150 100.0 300 100.0 
The analysis shows that those who have service 
latrines are more affected (the percentage is 43.34) by 
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intestinal parasitic infestation against it, the lowest 
infestation is (i.e. 18.66) is among those who use flush 
latrine. Thos who are habitual to field defecation fall in 
the middle in urban population. 
It has also been observed that in some cases the 
adults to not go out but their^children generally go outside 
the house or they sit at street for defecation near their 
houses and they do not mind the gravity of spreading the 
disease. 
Overall in the whole sample of rural and urban area 
41 (13.66 per cent) persons use service latrine and 140(46.68 
per cent) go to the field for defecation. Thus highest infes-
tation rate is found among those who go to the field for de-
fecation and the lowest is amongst those who use flush laterine. 
2 X test is also applied to know the difference between 
2 
these two groups of population. The calculated value of X 
is 11.32 which is much greater than (5*99) the tabulated 
value and this is significant at 0.05 per cent level of 
significance and 2 degree of freedom. X shown in Table 4.4 
Table 4.4 
Flush 
Service 
Open field 
28(20.5) 
65(59.5) 
57(70.0) 
13(20.5) 
54(59.5) 
83(70.0) 
41 
119 
140 
Total 150 150 300 
(Q-E)' 
E 
= 44.32 significant at 0.05 per cent level of 
significance and 2 df. 
This confirms our hypothesis that human excreta 
disposal system affects the infestation of the parasites. 
PLACE OF TAKING BATH 
Housing condition is also related with bathing faci-
lities. Bathing habit affects the man's health. If a person 
has a bathroom in his house he will be prevented from infection. 
But those who do not have separate bathroom and take bath at 
community tap or at well they have some chances of getting 
infected by other persons. Furthermore those who take bath 
at the pond where other members of the community particularly 
poor and dirty also take bath there is greater chance of being 
infected. Some time pet animals also use the same pond. It 
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has been found that drain fall in the pond vrfiere people take 
bath. Pond's water is thus polluted and helps to spread the 
diseases. 
In urban area there is no pond and thus no question 
of taking bath in the pond arises. People usually take bath 
at community water siQjply or hand pump. Some of them have 
separate bath room in their houses. But almost all the women 
usually take bath in their houses. 
In rural area many people do not mind to take bath 
at ponds and well. A few of them have separate bath room in 
their houses. Niether they have any idea of being infected 
in the.-'pond nor they have any facility to have separate bath 
room. Even when take bath as well they do not mind that dirty 
water runs back to the well and this will harm them. 
The data regarding bathing habit has been shown in 
table 4.5 which reveals that in urban locality there are 54 
(36.0 per cent) people who have their separate bath room 
whereas 90(60.0 per cent) people use municipal water supply. , 
Women take bath at water supply some time they take water from 
common water supply and take bath at their home. Remaining 
6(4.0 per cent) people take bath at well. But in rural area 
there is only 10(6.6 per cent) people who have their separate 
bathroom facilities in their houses and 78(52.0 per cent) 
people like urban area take bath at public hand pump/well. 
Table 3.20 
1 2 3 
Place of 
taking bath 
Urban Rural ^ .Total 
Prev. Percent Prev. Percent Prev. Percent 
Separate 
bathroom 
54 36.0 10 6.6 64 21.4 
Community tap 
or Hand pipe 
90 60.0 78 52.0 168 56.0 
Well/Pond 06 4.0 62 41.4 68 22.6 
Total: 150 100.0 150 |ioo.o 500 [lOO.O 
Whereas 62(41.4 per cent) people take bath at well or pond so 
if we compare we find that there is a difference in their 
bathing in rural and urban settings. It is evident from the 
data that those who take bath at common place and at pond or 
well are more affected with parasites. 
Table 4.6 
Place of taking 
bath 
Urban Rural Total 
Separate bath 54(32.0) 10(32.0) 64 
Community 90(84.0) 78(84.0) 168 
Well/Pond 6(34.0) 62(34.0) 68 
Total 150 150 300 
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X^ = 77.84 significant at 0.05 per cent level of 
significance and 2 d.f. 
Tabulated value:- 5*99 significant at 5 per cent level 
of significance and 2 d.f. 
2 When X is applied to know the difference between two rural and 
urban groups it reveals that it is very much significant as the 
2 
X value is much greater than the tabulated value i.e. 5.99 at 
0.05 per cent level of significance and 2 d.f. 
The housing condition was taken into consideration in 
total and it was found that the general housing condition of 
the r\iral area is very unsatisfactory as compared to the 
standard housing structure laid down by WHO whereas in urban 
locality the condition is scwiewhat better than what it is there 
in the rural. But the whole conditions is also not very much 
satisfactory. 
In order to study the housing condition ten questions 
were framed to find out the features of good housing. It is 
obvious that if housing condition and locality are unhygienic, 
it will help in the spread of different diseases which ulti-
mately affect the health of the people. The criteria of good 
housing are taken into account and if any of them is present 
a priority weighting of two is assigned and in case anyone of 
them is absent zero is assigned. The total score was calculated 
and the respondents were placed into three categories i.e., poor, 
average and good on the basis of the value of the Q1, Q2, Q3* 
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The data relating to the urban locality is presented 
in Table 4.7« According to the data the housing condition of 
39(26 per cent) respondents is poor and unhygienic. The 
housing condition of 43(28.56 per cent) is tolerable. The 
housing condition of 68(45.33 per cent) is good and hygienic. 
In rural area 61(40,66 per cent) respondent live in 
poor housing condition vfeereas only 35(23.33 per cent) respon-
dent live in good housing condition. Remaining 56(36.00 per 
cent) live in housing condition which falls in between the two 
areas. 
Table 4.7 
Housing condition In urban & rural community 
L M H 
Urban 39(26.00) 43(28.66) 68(45.33) 150 
Rural 61(50.66) 54(36.34) 35(23.33) 150 
Total 1 ! 100 97 103 300 
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The housing condition in urban and rural area has 
been studied from comparative point of view. For this purpose 
2 
X test is applied to know the difference between these two 
groups. The value of X^ is found to be 17.12. which is higher 
than the tabulated value i.e. 16.92 and thus significance at 
0.5 per cent level of significance and 9 degree of freedom. 
It shows that both groups are different in respect 
of housing condition consequently we come to the conclusion 
that housing condition that prevails in urban areas is 
different from that in rural area. 
WATER SUPPLY AND DISPOSAL OF SOLID WASTE 
Adequate and safe water supply is essential not only 
for prevention of some of the common diseases but also for 
the provision of facilities for a decent standard of living. 
Safe water is absolutely essential for the maintenance of 
health. Water is one of the prime necessities of human 
existance, so much so that, given dire enough circumstances, 
even the most educated individual will resort to the consump-
tion of water from grossly polluted or dangrous sources . 
There can be no state of positive community health and well 
being without safe water supply. In countries where safe 
water has been provided diseases like cholera, dysentry, 
typhoid and other intestinal diseases have almost disappeared. 
A report by WHO from Uttar Pradesh points out that after water 
works sanitation, the cholera death rate decreased by 74.1 
14. Khutson, J.W. Tasks of iJtate Health Department in Develop-
ing Flouridation, Pub.Health Rep. 67*180, Feb.1952. 
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per cent, typhoid fever death rate by 63.6 per cent the dysentry 
death rate by 23.1 per cent and the rate for diarrhoeal diseases 
by 42.7 per cent''^. This report suggests that the] provision of 
safe community water supply is one of the most effective and 
permanent health technologies for improving the health of the 
people. 
DISEASE TRANSMISSION BY WATER 
Many etiologic agents of disease survive for a long 
period of time in water, though they do not multiply and 
increase there. The intensity of water borne infection in any 
community is in direct proportion to the degree and duration of 
the pollution of water by human wastes. The ingestion of con-
taminated water either directly or through food affects the 
individual's health. Common human infections that are trans-
mitted through water arel 
1. Viral: ^iral hepatitis, poliomylites. 
2. Bacterial: Cholera, tjrphoid, bacillary dysentry, 
acute diarrhoea, E-Coli. 
3. Protozoal: Ameobiasis, giardiasis, 
4. Helmithia: Round worm, whipworm threadworm, hydatid 
diseases Trichusis, hookworm and strongyloides 
stercoralis. 
The diseases mentioned above are caused by contaminated 
water. It is also explained that contaminated water spreads a 
a lot of infections, 
15. WHO(1964) World Health, July - August 1964. 
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CRITERIA FOR SAFE AND PURE WATER 
Drinking -water should be safe and aggreable to use 
when it will be free from germs. Safe water and wholesome 
water is defined''^ as water that should be: 
1. free from pathogenic agents 
2. free from harmful chemical substance 
3« pleasent to taste 
k. usable for dcxnestic purposes. 
Water is said to be contaminated when it contains infective 
and parasitic agents, poisonous chemical substances, industrial , 
17 and other wastes 
SOURCES OF WATER 
Generally water for drinking purposes is being taken 
from well, hand pump and municipal water supply. Water other 
than for drinking purpose can be had from tank, river and canal. 
The data relating to source of drinking water in urban population 
under study reveals that as much as 50 people 33.3^ per cent 
use tape or municipal supply water? 96(54.0 per cent) depend 
upon hand pump and only 4(266, per cent) of them reported that 
they take water for drinking purposes from their wells. It 
further reveals that maximum number of people take water from 
16. E.W. Steel, Water Supply and Sewerage, Ath ed. Mc Graw Hill, 
17. op.cit. 
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hand pump, hand pump water sometime also become polluted as 
hand pumps do not go deep in the earth. The water which is 
supplied by municipality is much safe and free from contamination. 
In rural area maximum number of population still 
depends upon well. Open wells obviously stand in great danger 
of pollution and contamination. Wells without a parapet are 
most dangrous in this respect for they allow the flowback of 
water to the well which carry away other organic matter and 
during the rainy season its chances of pollution becomes very 
high. People use well water for all purposes. The percentage 
of hand pump users are 75(50.00 per cent). Private hand pumps 
are being dug not very deep. On examining the water taken from 
some hand pumps it was found contaminated and polluted. In 
rainy season water comes out at only six to seven feet deep. 
However, 5 5 ( 4 3 . p e r cent) take drinking water from well and 
only 10(6.66 per cent) use tap water for the purpose of drinking. 
Data relating to water supply are presented in Table 4.9. 
Table 4.9 
Type of water 
supply 
Urban Rural Total 
Prev. Percent Prev. Percent Prev. Percent 
Tapwater 50 33.34 10 6.66 60 20.0 
Handpump 96 64.00 75 50.00 171 57.00 
Wells 4 2.66 65 43.34 69 23.00 
Total: 150 100.00 150 100.00 300 100.00 
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Over all in the whole simple, 60(20.00 per cent) use 
the tap water, 171(57*00 per cent) use hand pump and only 69 
(23.00 per cent) take drinking water from well. 
BilSPOSAL OF SOLID AND r.IQUID WASTES 
No environmental health problem has had greater signi-
ficance than the disposal of man's liquid and solid wastes. 
The accumulation of domestic wastes aroxand camp sites undoubtedly 
caused ancient nomadic tribes to move to new clean location 
thereby becoming one of the pressures forcing the disposal of 
mankind. Down through the middle ages wastes were frequently 
thrown into streets from windows and door ways, and countless 
numbers succumbed to pestilences spread by rats, flies that were 
supplied by such wastes . With the advances in civilization, 
and as houses have become more permanent and living more compli-
cated, the difficulties encountered in waste disposal and the 
dangers therefore, have multiplied enormously. Thus it has 
become a truism that the system for waste and sewage disposal 
that it encountered in any given community is a direct index of 
the stage of civilization and the degree of development of that 
community. 
Today the environment is being polluted as never before 
by the accumulation of liquid and solid wastes. The term 
18. Report of a WHO scientific group, WHO. Tech. Rep. Ser.367. 
1967. 
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" solid wastes" is applied to unwanted or discarded waste 
material from houses, streets sweeping, commercial, industrial 
19 
and agricultural operation arising from man's activities . 
In the cities it is called refuse, in the country side it is 
called litter and in general it is called solid wastes. It 
is a conglomeration of dust, ash, vegetable and putrescible 
matter, paper and packing of all kinds; rags and other fabrics, 
glass and many other combus-tible and incombustable debris. 
THE EFFECT OF SOLID WASTES ON HEALTH AND WELFARE 
Health aspects: Solid wastes vary throughout the 
world because both the quantity and the constituents are deter-
mined by social customs and living standard. Most wastes are 
heterogenous and may vary seasonally, thus there can be no 
uniform approach to the problem they present. Health issues 
are linked with man's total environment. The accumulation of 
solid wastes in man's environment constitute a positive health 
hazard because of the following reasons: 
1. The organic portion of solid wastes ferments and 
favours fly breeding. 
2. The garbage in the refuse attracts rats. 
3. The pathogans may be conveyed to man through flies 
and dust. 
4. There is possibility of water pollution if rain 
water passes through deposites of fermenting refuse. 
19. WHO Tech. Rep. Ser. 484 (1971). 
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5» There is risk of air pollution, if there is 
accidental or spontaneous combustion of refuse. 
6. Piles of refuse are a nuisance from an aesthtic 
?0 point of view" . 
Thus, there should be an effective collection, removal 
and disposal of refuse without the risk to health. It is a 
fundamental environmental health service. In fact, the social 
development of a community is reflected in the collection and 
disposal of its refuse. 
1. Street refuse which are collected by street cleaning 
service or scavenging and consists of leaves, straw, 
paper, animal dorppings and litter of all kinds. 
2. Market refuse contain a large portion of putrescible 
vegetable and animal matter. 
3. Stable litter contains mainly dropings and left over 
animal feeds. 
4. Industrial refuse comprises a wide variety of wastes 
ranging from ccanpletely inert materialsi-such as calcium 
carbonate to highly toxic and explosive compounds. 
5* The domestic refuse consists of ash rubbish and garbage. 
Ideally solid wastes should not contain any faecal 
matter or urine. It is necessary to concentrate attention on 
certain of these immediate problems insects, rodents, polluted 
water, and air contact contamination. 
20. WHO Technical Report Services A39, 1970. 
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Insects; Various flies, particularly the house fly 
and the blow fly'f breed near houses where there are wastes 
products in the vicinity. They are also to be found at solid 
wastes disposal sites at which good standards of operation 
are not observed. Improper discharge of wastes in open drains 
may result in the creation of breeding places. 
SOLID WASTES AND AIR POLLUTION 
Uncontrolled and incomplete combustion of solid waste 
materials can result in the release into the atmosphere of a 
number of undesirable pollutants, including particular matter, 
S02» nitrogen oxide, various hydrocarbons and other nitrogenous 
gases that may have deleterious effects on the health of those 
who inhale them. 
SOLID WASTES AND WATER POLLUTION 
R M n water that passed through a deposite of fermenting 
solid wastes emerges as a leachate which contains a very high 
proportion of fermenting organic matter. 
EPEDIOMEOLOGICAL STUDIES 
A study in India stool specimen frcan refuse workers 
indicated that 94 per cent of this group were infected with 
selected parasites as against slightly 4 per cent in the control 
21 group . 
21. Nagpur Central Public Health Engineering Research 
Institute, p.14. 
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However, although it is certain that vector insects 
and rodents can transmit various pathogenic agents of diseases 
(amoebic and becillary dysentries, cholera etc.) It is often 
difficult to demonstrate the precise relation between the 
source of infection and the health of population affected. 
In this respect we see that solid wastes are very much 
helpful in spreading the different types of diseases particularly 
intestinal infection. Thus an attempt was made to study the 
environmental condition both in urban and rural areas in order 
to understand the relation between solid wastes and parasitic 
infection. The average people in the rural area are not aware 
that mosquitoes breed in collection of waste water and refuse. 
It is permitted to flow into the streets. The solid wastes 
(refuse) is invariably thrown in front of the houses where it 
is permitted to accumulate and decompose. Periodically it is 
removed to the fields and used as manure. The animal dug 
(cow dug) is allowed to accumulate. It some time pressed into 
cakes sundried and used as fuel. 
In urban locality people are somehow aware about the 
danger of accumulation of wastes and they do not generally 
have pet animals. So they do not use animal dug as fuel. 
According to data only 22(14.6 per cent) dispose of 
these matters at proper place and they are also conscious about 
its gravity, whereas 82(54.5 per cent) throw them at just out 
side the house and remaining 46(30.6 per cent) do not have any 
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idea about its dangerous effects and throw them anywhere 
Indiscriminately. But the position in the urban locality is 
different from rural as 56(37*34 per cent) and conscious of its 
danger and they throw it at proper place. Against it 77(51•53 
per cent) of them throw these things outside the house and 
remaining 17(11.33 per cent) have no idea of its gravity and 
not particular about its disposal. Table 4.10 deals with the 
data regarding the disposal of refuse. 
Table 4.10 
Disposing of wastes Urban Rural Total 
No. Percent No. Percent No. Percent 
Proper place 56 37.34 22 14.6 78 26.00 
Outside house 77 51.33 46 54.6 123 41.00 
Any where 17 11.33 82 30.8 99 33.0 
Total 150 100 150 100 300 100 
As far as the total sample comprising rural and urban population 
is concerned, 78(25.0 per cent) are conscious of the gravity 
of disposal of refuse and throw it at proper place, 123(41.00 
per cent) dispose of the wastes outside the house where as 
remaining 99(33.00 percent) do not take any care of waste and 
dispose of it any where. It creates a lot of problem and gives 
birth to many diseases. As a whole the situation is not satis-
factory and so it contributes to develop certain parasitic 
diseases. 
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Same pattern was observed when their drainage system 
was studied. It was not satisfactory in rural area where 
there was not any proper concrete drain. Only some of them 
have pucca drain in their houses only and not outside the house. 
The waste either goes to outside the house without proper 
arrangement or stragment in their houses. This condition is 
responsible for spreading the diseases, because intestinal 
parasite in humid climate and damp condition grow rapidly. 
Generally in the rural area drainage system does not at all 
exists. There are a niimber of ditches and pits which are good 
breeding places for mosquitoes and flies. 
During the investigation it haar been observed that the 
house wife usually wash the utensils or clothes in a comer of 
the central yard of the house. A plateform made of a few bricks 
is usually made whereas she wash them. In most of the cases it 
was found that just near this plateform a small hole at the 
bottom of the wall leads the sullage water to flow outside the 
house. In cases where the house is adjacent to a pond the 
sullage water is not allowed to accumulate outside the house 
and is directed to flow towards the pond. In other cases where 
there is no pond just adjacent to the house, the sullage water 
is directed to accumulate first in a pit dug outside the house 
for this purpose. The house water usually carries some organic 
contents with it. In the pit these organic contents decompose 
and the whole thing assumes the shape of a black thick fluid. 
This pits provides a suitable breeding place for mosquitoes, 
flies and other insects. 
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In urban locality there are concrete and proper 
drainage system, but not every where. There are also many 
houses that do not have any proper drainage neither Inside 
the house nor outside there are also ditches and pits around 
their houses. 
Their attitudes towards cleanliness were also studied 
and it was found that they were not very much particular about 
their cleanliness. Dirty water was generally strangment in the 
surrounding areas or their houses. They were also not much 
careful about cleaning the well from where they took water. 
Table- 11 
Opinion Urban Rural Total 
Prev. Percent Prev. Percent Prev, 1 Percent 
Yes 40 20.66 18 12.00 58 19.36 
No 16 10.66 85 56.66 101 33.64 
Indiff. 94 62.68 47 31.34 141 47.00 
Total 150 100 150 300 100.00 
The important feature of the present study is that the 
population under study is not very much particular about the 
cleanliness of water. They do not understand the gravity and 
dangers of dirty and contaminated water. It is observed that 
people do not take much pain to clean well from where they take 
water. 
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The fact is that the respondent by and large do not 
know that unsafe water is responsible for intestinal parasitic 
diseases. It is quite strange that in rural area only 12 per 
cent respondents know that unsafe water causes intestinal 
diseases while 56.66 per cent respondent are quite ignorant 
about the fact. There are some respondent, the percentage of 
them is 34.4, who are indifferent to it. In urban population 
only 26.66 per cent were aware of the fact that unsafe water 
causes parasitic diseases, though they are 14.66 per cent 
greater than the rural people, yet they are still insignificant 
against it. 10.66 per cent of the urban population is completely 
ignorant about the fact while 6.68 per cent is indifferent. 
But in rural locality the result is quite different. 
Here only 18(12.00 per cent) people are conscious about the 
gravity of danger by contaminated water while 85(56.66 per cent) 
people do not have any idea about it. Remaining 47(31.66 per 
cent) people are not particular in their idea about its danger. 
So here we see that most of the rural people are ignorant about 
its harmful effects. So ignorance is major factor for their 
health. They do not care or donot mind that the water they are 
using is either good or bad. Lack of knowledge of hygienic 
sense leads them to be infected. 
Overall out of the 300 respondent only 19.36 per cent 
know that unsafe water causes intestinal parasitic diseases and 
33.64 per cent of them are completely ignorant while 47 per cent 
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are indifferent. This indicates that majority of the people 
are not at all aware that unsafe water causes different kind 
of diseases as such they are neither particular nor conscious 
of using safe, clean water. By and large they do not hesitate 
to use dirty and unsafe water. Consequently they suffer from 
many kind of diseases particularly intestinal parasites. 
In general it can be said that water supply and the 
system of drainage are important to determine the social 
condition of the people. They are also related to the spread 
of the diseases. If the drainage system is'defective and dirty 
water accumulates, it will naturally serve as breeding ground 
for mosquitoes and germs and this will be a source of different 
kind of diseases. 
The water supply and drainage system determines the 
social condition of the people. They are further responsible 
for spreading different kinds of diseases because if the 
drainage system is defective and dirty water accumulates, it 
will naturally serve as breeding ground for mosquitoes and 
germs which will cause different diseases. 
As the present study concentrates on social conditions 
which are investigated in terms of housing, water supply and 
drainage, food and dietry habits and personal hygiene, an 
attempt is made to study the water supply and drainage system 
in both the ar^a under study. Ten questions are framed to 
assess the adequacy of water supply and drainage system others 
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of the respondents. They are placed in low and high degree 
in terms of inadequate and adequate of the system. 
If the water supply and. drainage condition is good a 
priori weighting of two is assigned and inc case it is bad zero 
is assigned to each question. The total score was calculated 
and respondent were placed into poor, average and good category. 
On the basis of the value of Q1, Q2, Q3. 
The data regarding water supply and drainage condition 
are given in Table 4.12 which reveals that in urban locality 
31(20.66 per cent) respondents live in bad or unsatisfactory 
water supply and drainage condition whereas 61(40.66 per cent) 
have average condition and remaining 58(38.68 per cent) live in 
good condition. 
In rural area 56(37*34 per cent) people have free water 
supply and drainage condition while 53(35.33 per cent) have 
average and the remaining 41(27.33 per cent have adequate water 
supply and drainage condition. 
Table 4.12 
Low Medium i High Total 
Urban 
Rural 
31(20.66) 
56(37.34) 
61(40.66) 
53(35.33) 
50(36.68) 
41(27.33) 
150 
150 
Total 87 114 99 300 
165 
An overall position of water supply and drainage 
system in both urban and rural areas is very interesting. 
According to the analysis only 87(29.00 per cent) people live 
in unhygienic condition and 114(38 per cent) live in good 
condition. A comparative analysis of water supply and 
disposal of waste and liquid, condition in urban and rural 
localities is done. The purpose is to know the difference 
between two groups! rural and urban in terms of the above 
mentioned qualities. The null hypothesis is framed and 2 
tests is used to know the significance. It was observed that 
the result is not significant as the value of X is 11.47 
which is insignficant at 5 percent level of significance at 
9 degree or freedom. 
It further shows that both rural and urban areas 
are not different in terms of water supply and drainage system. 
Both have similar type of arrangements. 
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FOOD AND DIETARY HABIT 
Food is a potential source of infection and is liable 
to contamination by microorganisms at any point during its 
journey from the producer to the consumer. Food hygiene, in 
its widest sense, implies hygiene in the production, handling 
22 distribution and serving of all types of food . 
Fruits and vegetables constitute an other important 
source for the spread of pathogenic organism, protozoans and 
helmenthic. These infection are a serious menace to public 
health where sewage is used for growing vegetables. The 
vegetable which are consumed raw in the form of salads pose 
a problem in food sanitation. If one does not care in taking 
food or keeping it at proper place one will suffer from 
different diseases. A man will become victim of parasities 
if he does not take the minimum care in washing the fruits, 
vegetables before consuming them» avoiding the semi-rotten 
fruits, vegetable, dust and dirt with food and other edible 
items. 
In most part of India the people subsist on agriculture 
and the larger part of the diet is obtained from locally 
produced food for better economy still persists, although 
partly. It is a widely recognized fact today that the diet 
22. S. Stewart. Sanitary Officers practice. Food Inspection, 
Butterworth, London, 1975. 
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of the people of a particular area is greately influenced 
by local conditions of soil and climate, the density of 
population, local religious customs and traditions relating 
to fast, feast and taboos. Many researchers have thrown light 
on numerous social and cultural factors involved in the dietary 
of the people of the certain area and showi that method of 
storage or distribution, system of production and cooperation, 
economic incentives, or traditional attitudes and values in 
relation to food stuffs are at the root of. special deficiency 
in diet. Contamination of food and water is common during 
summer and particularly in the rainy season due to microbial 
infection causing pain, diarrhoea and vomitting. Meat and 
its products, poultry, eggs, fish, raw vegetables(salads) and 
fruits, cereals and cereal-based products are commonly affected. 
Milk gets contaminated by bacteria soon after it is drawn from 
the udder. Milk products like barfi, khoya and sweats also 
get infected depending on the manner in which sugar is incor-
porated into the product. 
These infected food cause a number of diseases such as 
typhoid, bacillary dysentry, streptococcal sore throat and 
undulant fever. Contaminated water causes gastro-enteritis, 
cholera and jaundice. These organism produce toxins or 
metabolites which cause physicological symptoms like nervous 
paralytic disturbances, gastro intestinal disorders or even 
death. Bacterial food poisoning is basically of two types. 
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In the ineffective type, food containing a large number of 
live bacteria is consumed. After incubation the bacteria 
releases a toxin in the body as they die and disintegrate. 
A good example is food poisoning by Salmonella typhimurium, 
the most common species infecting food, leading to typhoid 
where the bacteria particularly affect the liver and gall 
bladder. The infection also spreads to bone marrow, kidny, 
spleen and lungs, causing brouchitis and pneumonia. The 
source of infection is contaminated food such as meat from 
a sick animal, poultry, fish egg and dairy products, eaten 
raw or inadequately heated. 
Maintenance of personal hygiene is most important to 
prevent such contamination. Generally the symptoms of food 
poisoning appear within two to 48 hours and the illness lasts 
one to three days. 
In the other type of food poisoning an example of 
which is staph-loccocal food poisoning, the toxin is already 
present when the food is eaten and the bacteria may not be 
living; in this case, there is no incubation period and the 
symptoms develop within three to six hours of eating the 
infected food. Staphlococcal poisoning is caused by entero-
toxins produced by Staphlococeus aureus, causing severe 
gastrointestinal disturbances. This organism proliferates on 
semi-solid foods, such as custard, ice-cream, chicken, salads, 
poultry dressing, ham and ground mat. 
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Baclllary dysentry or shigellosis caused by shigella 
is widely distributed. The disease is characterised by fever, 
abdominal pain, vomitting and diarrhoea. Infection is through 
infected human faeces which is transmitted from food or water. 
Clostridium perfringens is a gas-producing organism 
normally present in the intestinal tract. It causes harmful 
effects only when produced in large number due to consumption 
of contaminated food. 
MALNUTRITION AND INTESTINAL PARASITIC DISEASE 
According to David Crompton and Nesheein the Intesti-
nal Parasitic disease and malnutrition affect the same.ipeople, 
23 at the same time, and in the same parts of the world . 
On an average, an individual living in the tropics is 
more prone to at least one species of intestinal parasites 
and some people may play host to five. The alementry canal 
provides a heme for these parasites. These parasites live 
in a dynamic relationship with their human host who must 
provide all the energy and nutrients required for both to 
survive. Parasitic disease develops when the equilibrium 
between the host and its intestinal intruders is upset, as 
parasitic activity depletes host resources and causes physical 
24 and metabolic damage 
23. W.T. David Crompton and M.C. Nesheim, World Health. 
March 1984. 
24. Ibid, p.19 
17: 
The relation between intestinal parasitic infection 
and the multifactorial origin and consequences of human 
malnutrition were studied by many researchers. Many studies 
of host parasite relationships in the laboratory and in 
domesticated animals have established that a major feature 
of a parasitic infection in the elementary tract is a signi-
ficant reduction in food intake by the host. Numerous 
clinicians have reported that patients harbouring intestinal 
parasites showed improved appecite following treatment. 
Parasite induced reduction in food intake may be one of the 
most serious aspects of an intestinal infection in the areas 
where the human host is already consuming only small quantities 
of food of poor quality. Reduced growth rate of young 
children is often observed in communities in many countries 
where poverty, poor housing and sanitation, inadequate diet, 
viral bacterial, and parasitic infections and other environ-
mental forces interact. In this setting, intestinal parasitic 
infections and their associated reduced food intake, digestive 
disturbance, malabsorption, diarrhoea and anemia may be 
implicated in the retardation of child growth. 
It becomes clear in the above discussion that food 
and dietry habits play an important role in harbouring the 
intestinal parasites. The investigator asked certain 
questions to assess how much care the respondent take in 
taking food. Are they particular about washing their hands 
before taking food. Are they careful about washing the fruits 
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and vegetables. How do they dispose off left over food; 
their carefulness against access' of flies. Do they mind to 
allow their children to purchase 'chat' and snacks by vendors 
who sell their articles open, and do they prefer breast feeding 
or bottle feeding? These questions were asked to have an 
assessment of their awareness regarding food and dietry habit. 
On asking about how many of them are vegetarian and 
how many are non-vegetarian, it was observed that in urban 
population 110(73.34 per cent) are non-vegetarian and rest 
40(26.66 per cent) are vegetarians whereas in rural population 
there are only 69(46.0 per cent) are vegetarian and remaining 
81(54.0 per cent) are non-vegetarians. There is the difference 
between rural and urban population in terras of their diet is 
of 29. It is due to the fact that in rural centre the popula-
tion of Hindus is much higher than that of Muslims and many 
upper cast Hindus do not take meat as it is prohibeted by their 
religion. However, the lower cast Hindus do not mind to take 
meat although not regularly. In comparision to it the Muslims 
largely inhabiting the urban centre, prefer to take meat. 
They were asked to know whether the people are parti-
cular about having fresh food or partly conscious about the 
fresh food or whether they are not particular about having 
the condition of the food. Also whether they consume any kind 
of food or have sense to differentiate it. Data reveals that 
in urban population 64(42.66 per cent) are very particula
1 n 
about consuming fresh hygienic food whereas 5^(36.0 per cent) 
are not very much particular about it, whereas remaining 
32(21.34 per cent) have no sense of fresh and contaminated 
food. They do not bother whether it is hygienic or unhygienic. 
In rural area only 30(20.00 per cent) people do not 
to take unhygenie or adultrated food. They are conscious of 
fresh and hygenic food v^ereas 41(27.34 per cent) have some 
awareness of unhygienic food. Rest 79(52.66 per cent) people 
do not have any awareness of the unhygienic and contaminated 
food. This clearly indicates that rural people, due to the 
negligence and illateracy, have no awareness. Poverty and 
socio-economic status also prevent them to have hygienic and 
contamination-free food. 
It is observed during the investigation that in the 
lower socio-economic group people do not mind to give the 
left over food to their children whenever they demand. Generally 
Children demand food several times although less in quantity 
whereas elders require three times only. 
As for as the entire sample consisting of rural and 
urban population is concerned only 94(31«34 per cent) people 
are particular about taking hygienic and contamination-free / 
food while 95(31.66 per cent) are partly conscious to some 
extent of it. The highest number of 111(37.0 per cent) are 
not particular about the food they consume. They do not 
have any idea of its bad effects. 
Table - A.14 
r/4 
Nature of food 
consumed 
Urban Rural Overall 
Prev. Percent Prev. Percent Prev. Percent 
Fresh or 64 42.66 30 20.0 94 31.34 
hygeinic 
Partly fresh 54 36.0 41 27.34 95 31.66 
Do not have 32 21.34 79 52.66 111 37.0 
hygienic sense 
Total 150 100.00 150 100.00 300 100.0 
When X is used show the difference between the two 
2 
groups it was found significant. The value of x calculated 
is 32.30 which is much greater than their tabulated value i.e. 
5*99 and significant at 0.5 per cent level of significant at 
2 d.f. 
Table - 4.15 
Nature of food 
consumed 
Urban Rural Total 
Fresh food 64(47.0) 30(47.0) 94 
Partly fresh 54(47.5) 41(47.5) 95 
Not fresh/ 
Unhygienic 
32(55.5) 79(55.5) 111 
Total 150 150 300 
x'^  = 32.30 > 5.99 
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Similar is the attitude of the respondents towards 
milk. Milk is an efficient vehicle for a great variety of 
disease agents. The sources of infection or contamination 
of milk may be (1) The dairy animals (2) human handler or 
(3) the environment, e.g. contaminated vessels, polluted 
water, flies, dust etcetra. The safety and keeping quality 
of milk are related to its microbial content. 
In rural area the attitude of people is quite 
different as compared to urban people. Villagers.^have very 
little idea about fact that milk may get contaminated or 
infected. Contamination of milk is very common in Jawan. 
People do not bother to clean the vessels in which they 
collect and sell the milk. Right from the milking process 
down to the vessel from which milk is sold or given to the 
other family members it is open to serious contamination. 
Since growth in a warm cliipatfe should be used with care and 
precaution. 
An interesting feature of the villagers has be^n 
observed by the researcher during the field work. The 
villagers believe that if milk is boiled, the memory gland 
of the donor animal may get itching. So some people drink 
unboiled milk which causes different diseases. This practice 
was also reported by Hasan during his research in cinaura 
village^ 
25. (Hasan) op.cit. 
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The study reveals that in rural area only 33(22.00 
per cent) people are very much particular about consuming 
boiled milk, while 66(44.0 per cent) are not very particular 
about it. Some time they take boiled and sometime unboiled 
milk. The remaining 51(34.0 per cent) are totally ignorant 
about contamination of milk and the process by which contami-
nation free milk is collected and stored. They do not have 
any idea of infection by the contaminated milk as they do 
not mind to keep it in unclean pot. 
Table 4.16 
Boiled milk Urban Rural Total 
Prev. Percent Prev. 1 Percent Prev. Percent 
Particular 
in boiling 
80 55.34 33 22.0 113 37.66 
Some time 49 32.66 51 34.0 108 33.34 
Do not have 
any sense 
21 14.0 66 44.0 87 29.0 
150 100.0 150 100.0 300 100.0 
There is a marked difference between rural and urban 
population. Rural population is less conscious about bad 
consequences of unboiled milk. An overall picture of both 
rural and urban population indicates that 113(33.34 per cent) 
are less conscious rather not much particular about having 
boiled milk. Remaining 87(29.0)per cent) are totally ignorant 
or do not mind to consume boiled or unboiled milk. 
1/7 
X test is used to show the difference between these 
two groups. It was found statistically significant as the p 
value of X is 41.04 which is greater than 5»99(the tabulated 
value) and thus significant at 5 per cent level of significance 
and 4 d.f. 
Table 4.17 
Urban Rural Total 
Boiled milk 80(56.5) 
Some time boil 40(50.0) 
Do not care 21(43.5) 
33(56.5) 
51(50.0) 
66(43.5) 
113 
100 
87 
150 150 300 
41.04 5.99 significant 
It shows that both groups differ frcm each other in 
terms of the present characteristics. The urban people are 
quite conscious of the gravity and consequences of contami-
nated milk and consume boiled milk vfliile rural people are 
not at all conscious of these facts and consume both boiled 
and unboiled milk. 
Flies and insects are very important carriers of 
germs and parasites. House flies are the commonest and most 
familiar of all insects which live close to man. They are 
to be found in abundance all the year round in India. 
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Houseflies should be regarded as a sign of insanitation and 
their number as an index of that insanitation. One should be 
very much aware of its breeding places. Generally house 
flies breed on human excreta, solid and liquid refuse, or 
garbages, decaying fruits, and vegetable, and rubbish dumps 
containing organic materials. Adult flies delight in sputum, 
faeces, discharge from wounds and open sores. The fly vomits 
frequently. These vomit drops are a culture of disease agent. 
Due to its constantly defecating tendency, it deposits cotant-
less bacteria on exposed food and edible items. 
Flies are potential vectors of many diseases like 
diarrohoea and dysentries, cholera, gastro enteritis, amebiasis, 
helminthic infections, typhoid and para typhoid fevers. Con-
jectevities and so many other other diseases. 
They transport microorganisms on their feet and hairy 
legs. Pathogenic organisms, ova and cysts have been transported 
from the bodies of the common housefly. It has also been 
called as " porter of infection" . 
In the light of the above discussion an enquiry is 
made to know how many people are careful about the danger 
caused by houseflies and wether they take any precaution or 
care against flies. Do they allow their children and family 
members to purchase chat and snacks kept open by shopkeepers 
and vendors. 
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It is revealed that in urban area 53(35*33 per cent) 
people take precaution against the flies and do not allow 
the members to take such edible items kept open to the flies. 
Butsimultaneously 28(18.66 per cent) of them do not mind its 
gravity and do not take any care as they think that its 
protection is beyond them. Against it 69(46.0 per cent) of 
them are not much particular although they sometimes take 
care but not very strictly. The situation in rural area is 
entirely different. Only 22(14.66 per cent) of the total 
150 infected people are conscious about nuisance caused by 
houseflies and they do not allow their family members to buy 
such things which are open. Against it 86(52.33 per cent) 
people do not have any consciousness about the danger caused 
by flies. They do not mind to have such items which are 
exposed to the flies. They never think that they can be 
infected with diseases by these flies. That is why they 
easily get infected unnoticably. The other problem with 
them is that the condition in which they live- make it 
difficult for them to afford to take any measure to protect 
themselves against flies. So they have to live in unhygienic 
surroundings. However, 42(28.0 per cent) of them are not 
much particular about the flies. They sometime avoid consum-
ing the edible items which are infected by flies and other 
insects. The data are presented in Table. 
Table 4.18 
ISO 
Care against 
flies 
Urban Rural Overall 
Prev. Percent Prev. Percent Prev. Perc€bit 
Take care 53 35.34 22 14.66 75 25 
Not particular 69 46.00 42 28.00 111 37 
Do not take 
any care 
28 18.66 86 57.34 114 38 
150 100.00 150 100.00 300 100 
The overall position that the entire sample Indicates 
that 75(25 per cent) take care and precaution against flies, 
which 111(37 per cent) are not particular and 114(38 per cent) 
do not have any sense to protect themselves against flies. 
The data also reveal that most of the people generally do not 
2 pay particular attention towards the houseflies. When X test 
is used to find one statistical difference between the two 
2 
groups, it is found significant. The value of X at 50 per 
cent level of significance and degree of freedom is 48.85 
which is much greater than the tabulated value (5*99)* The 
analysis is presented in Table 4.19. 
Breast feeding has various advantages both for the 
infant as well as for mothers. Breast feeding favours the 
establishment of a satisfactory relationship between mother 
and child which is of permanent psychological benefit to both. 
Table - 4.19 
IS 
Care against flies Urban Rural Total 
Take proper care 
Not particular 
Do not take care 
53(75.5) 
69(55.5) 
28(57.0) 
22(37.5) 
42(55.5) 
86(57.0) 
715 
111 
114 
Total 150 150 300 
X'^  = 40.86 
Significant at 0.5 per cent level of 
significance and 2 degree of freedom 
Tabulated value = 5.99 
Breast milk provides the infant with a certain amount of 
protective antibodies, enzymes and vitamins and a sterile 
easily assimiable complete food. Breast fed infant get their 
nourishment direct from the mother, at a suitable temperature 
and in an assimiable composition without any exposure to air. 
The milk contains no adultrants or preservatives and above all, 
is bacteriologically clean pure and sterile. It fully meets 
the requirements of the infants. It is available to the 
child at right temperature and is easily digested. It requires 
no preparation and costs nothing in money. It has psycholo-
gical effect on the health of the mother. Furthermore sucking 
is also good for the baby. By providing a relatively cheap 
source of protein, breast feeding prevents malnutrition. The 
ISZ 
antibodies which are present in breast feeding provides consi-
derable protection not only against diarrhoeal diseases but 
26 
also against respiratory infections . Protection against 
intestinal infection is provided by a protein in breast milk 27 
known as Lactoferrin. Breast feeding reduces infant mortality 
Many intestinal parasitic infection like diarrohoea, bacillary 
dysentry, cholera and so many other pathogenic diseases can 
be prevented by adopting suitable child feeding practices. 
Diarrohoeal diseases in infants and children constitute a 
major health problem in-developing world. Nearly 500 millians 
children suffer from it annually. 
Approximately 5 million die of diarrhoea each year in 
the developing world including India^ . In short above 10 
children die in every passing minute from diarrhoea. Each of 
the 140 million children in India suffer fran 2-3 episodes of 
diarrhoeal illness annually- nearly 300 million episodes of 
diarrhoea occur each year in this country^^. These figures 
show the gravity of diseases and this mainly can be minimised 
by educating urban and suburban mothers. Mothers can breast 
feed their children exclusively for the first four to six months 
26. Editorial(1976) British Medical Journal 1, 116?. 
27. Medical Annual, 1976, p.130. 
28. ID Snyder, MH Merson-Bull WHO 1982, 60:605-13. 
29» National Diarrhoeal Diseases Control Programme- Management 
of Acute Diarrhoea, Calcutta, NICED (ICMR). 1985, p-1. 
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of life and partially thereafter upto 12 months or beyond. 
It is important that mothers realise that the breast feed 
child runs less risk of severe diarrohea death than the 
bottlefed child. Recent data from Brazil and Iraq show that 
the difference in risk may be 20~fold or more^^. Breast 
feeding in the developing countries has declined rapidly in 
the past two decades. The situation is particularly serious 
for children being raised in urban slums, where diarrhoea 
remains a major cause of death and yet breast feeding has 
become less popular. This is more dangerous among the lower 
socio-economic groups who have little idea about hygiene and 
sanitation. Infants are very much suceptable to these diseases. 
Bottle-fed infants get their milk which has passed 
through several hands and has been exposed to endless risks of 
contamination in buckets, pails, cans feeding cups, bottles 
and nipples. Admitting that it was niether skimmed, waterred, 
nor otherwise adultrated, yet after being exposed to the dust 
of the streets and to filthy surroundings, it arrives in vary-
ing degrees of staleness, more or less polluted and charged 
with microbes. The preparation of the milk and the process of 
feeding cannot always be satisfactorily done in the homes, 
keeping in mind the gravity of infection and pathogenic micro 
organism microbes caused by bottle feeding an enquiry is made 
of both rural and urban population under study to know their 
_____ • 
30. Richard G. Feachem. World Health April 1986, p.18. 
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opinion about breast feeding. Most of the urban people feel 
that bottle feeding is not hygienic. They know its consequences 
and bad effects. Their number is 70(46.66 per cent). Inspite 
of it urban mothers do prefer bottle feeding in high income 
group. 
A considerable number 52(34.0 per cent) of them are 
indifferent or have no opinion at all. Against it 28(18.34 
per cent) prefer breast feeding. 
In rural area 97(64.66 per cent) used to feed their 
infants by breast. They do not find bottle feeding convenient 
and good. As such they always prefer breast feeding. Against 
it 20(13.34 per cent) do not have any opinion whereas 33(22.0 
per cent) prefer bottle feeding. 
Table 4.20 
Child feeding 
practice Urban 
Rural Both R/U 
Prev. Percent Prev. Percent Prev. Percent 
Breast feeding 70 46.66 97 64.66 167 55.66 
Bottle fed 52 34.66 33 22.0 85 28.34 
Indiffer. 28 18.68 20 13.34 48 16.00 
Total 150 100,0 150 1 [oo.o 300 100.0 
X test is used to show the difference between the two 
groups (rural and urban). 
Table - 4.21 
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Child feeding 
practice 
Urban Total 
Breast feeding 
Bottle fed 
Indifference 
70(83.5) 
52(42.5) 
28(24.0) 
97(85.5) 
33(42.5) 
20(24.0) 
167 
85 
48 
Total 150 150 300 
X^ = 10.94 > 5.99 
2 
It is found to be significant as the value of X is 
10.94 which is greater than the tabulated value (5.99) and 
significant at 0.05 per cent level of significance and 2 df. 
It shows that rural and urban population differs from each 
other in terms of infant feeding practices. 
The data relating to both the urban and rural locality 
in terms of food habits and dietry habits is presented in 
Table no. 4.22. 
Table 4.22 
L M H Total 
Urban 
Rural 
50.45(30.00) 
55(36.66) 
56(37.34) 
55(36.66) 
49(32.60) 
40(26.66) 
150 
150 
Total 100 111 89 ~ 300 
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The data indicates that in urban area food and dietry 
habit of 45(30 per cent) respondents poor, while 49(32.66 per 
cent) of them have good food and dietry habit and remaining 
56(37»34 per cent) respondents fall in middle. However, 55 
(36.66 per cent) of rural people have bad food and dietry 
habit, 40(26.68; per cent) have good habit while remaining 
55(36.66 per cent) fall in the middle. 
The food and dietry habit of both the rural and 
urban population is also compared to know the difference 
2 2 between them and so X test is used. The value of X is 
found to be 17.59 which is significant at O.O5 per cent level 
p 
of significance and 9 d.f. The tabulated value of X is 16.92 
at 0.05 per cent level of significance and 9 d.f. It indicates 
that both groups differs in terms of food and dietry habits. 
The X^ is shown in table 4.24. 
PERSONAL HYGIENE 
Hygiene is defined as the science of health and 
embraces all factors which contribute to healthful living. 
Personal hygiene deals with matters pertaining to helth 
on the individual for the maintenance of which he alone is 
responsible. Self preservation is a law of nature but to be 
able to live a healthy life entirely depends on social condi-
tions. Health not only keeps body and mind at the best level 
but it also enables a man serve the society in the best possible 
18 
manner. If affects primarily the health of the individual 
and is largely related with the standard of living. The study 
of personal hygiene requires the understanding of the indivi-
duals particular habits which grow by practice and eventually 
become part of the culture. 
Indian society has an immense of personal cleanliness, 
much of which is closely interwoven with the ideas of ritual 
purification. Rituals are " a set or series of acts, usually 
involving religion or magic with the sequance established by 
tradition" 
Purification is the process of cleansing, washing, 
sacrifice, or similar symbolic acts. The village folk do not 
recognize germ theory of diseases causation nor are they aware 
of the relationship of bodily cleanliness with the diseases 
that may be associated with it. To them, ritual purity is 
an important concern and the point of practical application. 
Body cleanliness in scientific sense is not at all sufficient. 
Sometime it is considered impure due to lack of ritual purity. 
Generally it is believed that an orthodox Hindu should not 
drink water touched by a man of lower caste however neat and 
clean he might be, but he should not hesitate to do so, by the 
hands of a fellowcasteman even if he is dirty in scientific 
sense. 
31. Hasan, op.cit. p.76 
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Ih context of personal hygiene it is proposed to study 
the habit of respondent pertaining to bodily cleanliness. It 
includes habit of cleaning tooth, taking food and after defe-
cation and cutting their nails. Further it is also enquired 
that how many of them wear shoes. There are some of the 
aspects which are taken into account to study the personal 
hygienic condition of the respondents. If a person who does 
not take care of his personal hygiene he will get infected by 
many intestinal parasitic diseases because personal hygiene 
plays a significant role in spreading intestinal parasitic 
diseases. 
Personal hygiene also reflects the perception of 
cleanliness, attitudes towards health conciousness about ones 
personality, awareness about the consequences of unhealthy lif. 
BATHING HABITS 
Care of skin is largely related with bathing habit of 
the individual. The cleaning of the skin is of immense value 
as it helps to facilitating open the pores of the skin. The 
sweat glands beneath the skin open on the external surface of 
the body are responsible for perspiration. These glands help 
to relieve the body effete matter and give a feeling of 
comfort to it by obtaining latent heat of vapourization from 
the same. Cleaning of the skin, therefore, is very important 
for the body. If the skin is not cleaned regularly the pores 
get blocked by dirt and the action of the skin is hindered. 
1.93 
EATING HABITS 
Eating habits also differ from society to society. 
It reflects ones religious and cultural attitudes. Among 
Hindu castes no two persons can eat together out of the 
common utensils while if is possible among Muslims. But 
Muslims too do not habitually eat out of the common utensils 
thought it is not prohibited. Muslims generally have no 
objection to sitting together and eating out of the common 
bowls, as they belie^^e that it promotes affection and cordial 
relations among them. A Muslim will not mind eating a thing 
already eaten partly by another family members while such a 
practice is not prevalent among Hindu except that a married 
Hindu woman usually takes her meal in the same utensils in 
which her husband has just taken his meals, without washing 
the utensils. But this practice differ from community to 
community. In urban population they generally do not observe 
this practice of canmon eating in the same utensil by a woman 
which her husband has just taken his meal, without washing 
the utensil. 
Other practices like washing hands before and after 
meal is common in both localities, but children in both 
localities are not much particular about it. Elders wash 
their hands simply with water. 
A good number of both the population are not habitual 
of washing their hands with soap after defecation. Hindus are 
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very much particular about washing their lotas after defe-
cation with mud. It is the way by which they make it pure 
in ritualistic sense. Children are different from the 
elders in washing their hand by soap in both the population. 
The habit of not using soap after defecation get them infected 
by many intestinal parasitic diseases and other water borne 
diseases. This is one of the major factor in getting them 
infected with the diseases. Human faeces as said earlier 
is the main cause for the spread of the disease as it has 
ova and cysts in them of many parasites. 
In the light of the above discussion an attempt is 
made to study the level and degree of the personal hygiene 
of the population tinder study with particular reference to 
their attitude towards personal cleanliness and thus efforts 
made in this respect as well as their awareness of their 
health and the intestinal parasitic infection. The total 
scope obtained by the respondents in this respect is calcu-
lated and they are placed in low averages and high degree in 
terms of the level and degree of personal hygiene. 
Ten questions are asked relating to the different 
aspects of personal hygiene of the respondent. A priori 
weighing of two is assigned to the question that indicates 
good and satisfactory hygienic condition. In case of bad 
condition zero is assigned to that aspect. Thus the total 
score obtained by the respondent is summed and they are 
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placed into three categories: poor, average and good on the 
basis of the value of the Q1, Q2, Q3. 
The data relating to the urban locality is presented 
in table 4.25 which reveal that the personal hygienic condi-
tion of 34 respondents(22.66 per cent) is poor, while 65 of 
them (43.34 per cent) indicate average level of hygienic 
condition and the remaining 51(34.00 per cent) indicate good 
hygienic condition. 
In rural area 54(36.0 per cent) have poor personal 
hygienic condition whereas only 35(23*34 per cent) respondent 
have good personal hygiene. Remaining 61(40.66 per cent) fall 
in between the two. 
Table 4.25 
L M H Total 
Urban 
Rural 
34(22.66) 
54(36.0) 
65(43.34) 
61(40.66) 
51(34.0) 
35(23.34) 
150 
150 
Total 88 126 86 300 
The personal hygienic condition in urban and rural 
population is also ccmpared to know the difference between 
2 
them. For this purpose X'' test is applied. The value of 
2 
X is found to be 38.08 which is much higher than the tabulated 
value i.e. 16.92 and this is signicicant at 5 percent level 
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of significant and 9 degree of freedom. The analyses is 
presented in Table 4.23. 
It shows that both groups are different in respect 
of personal hygiene. As such we can draw the conclusion 
that personal hygienic condition inuurban population are 
different from those of rural population. 
It further shows that the personal hygienic condition 
in urban population is good while it is bad in rural population. 
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195 
The concept of culture refer in a general sense to 
the designs for adapting the social and physical environ-
ments that characterize the life of a particular population. 
The concept is extremely global and inclusive, social groups, 
in contrast, are complex, varied and changing, and thus the 
concept of culture is at best a sensitizing one that gives 
us a way of viewing the social world. It is important to 
realize that the concept of culture is a scientific abstrac-
tion through which the investigator attempts to characterize 
the consistencies in behaviour that he observes as he studies 
the ways in which people deal with tasks and with other people^. 
Although students of culture seek to find regularities and 
consistencies in patterns of behaviour from which they infer 
" cultural patterns*' , there is frequently great variation 
in behaviour among people in a particular community and,thus, 
so called cultural patterns are only rough approximation of 
the way people behave in a particular context. 
The concept of culture is used in many different ways, 
and descriptions of cultural values, attitudes, and orienta-
tions vary greatly in their degree of abstraction. For 
example, it is commonly asserted by Americans that health is 
1. Mechanics op. clt. p. 34. 
2 an important cultural value. Talcott Persons , in an ana-
lysis of health value, has argued that the emphasis on health 
in American society is linked with other cultural values such 
as activism" ( orientations to mastery over the environment), 
" worldliness" ( an emphasis on practical secular pursuits )• 
In his view, not only does each of these values lead to an 
elaboration of the health sciences, but also the development 
of these sciences promotes man's opportunities to live in 
accordance with such values, the maintenance of good health 
enhances mastery and progress". 
Bronislaw Malinowski wrote the article on culture for 
the Encyclopaedia of Social Sciences, placing emphasis 6n 
culture "as a functioning, active, efficient well organized 
unity, which must be analysed into component institutions in 
relation to one other, in relation to the needs of human 
organism, and in relation to the environment, man - made as 
3 well as natural" . 
A significant text for pattern theory is the historical 
and critical review by Alfred Kroeber and Clyde Kluckhohn of 
several hundred definitions of culture and their heroic effort 
2. Talcott Parsons. " Definitions of Health and Illness in 
the light of American values and social structure" • 2a 
patients, physicians and Illness; A source book in 
Behavioral Sciences and Health, 2nd ed. edited by E? 
Gartly Jaco pp. 107 - 27 New York, 1972, 
3, Bronislaw Ntelinawski, Culture in Encyclopaedia of Social 
Sciences, vol.4. New Yori Macmillan, 1931, pp. 621-645. 
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to arrive at a summary formulation which, they believed, 
would be much acceptable They observe: 
•Culture consists of patterns, explicit and implicit, 
of and for behaviour acquired and transmitted by symbols, . . 
constituting the distinctive achievement of human groups, 
including their embodiments in artifacts, the essential core 
of culture consists of traditional ( i.e. historically deri-
ved and selected ) ideas and especially their attached values, 
culture system may, on one hand, be considered as products of 
action, on the other as conditioning elements of further 
action 
They further consider culture as an intervening, vari-
4A able between human 'organism' and environment" , 
The etymological meaning of culture is " the training 
and refinement of mind, tastes and manners, the condition of 
5 
being thus trained and refined" , A new born human baby is 
only an organism and lacks the behaviour pattern necessary 
for living in human society. The infant acts on certain bio-
logical desires such as hunger, and know the sympathetic 
behaviour of his parents who satisfy those desires. But 
4, Alfred, Kroeber and Clyde Kluckhohn, in International 
Encyclopaedia of the Social Sciences, Vol. 3. The 
Macmillan Company and Free Press, 1968, p. 528. 
4A. Ibid. 
5. The Oxford English Dictionary. 
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during his contact with others he bears the skills, knowledge, 
and thus learns culture. Linton defines culture as "the way 
of life of its members, the collection of ideas and habits 
which they learn, share and transmit from generation to gene-
ration" Man learns culture in society. He is actually a 
product of cultural environment. Every society develops a 
mechanism.by which it transmits culture from one generation to 
the other. Cultre plays an important role in human society 
as it develops norms, and determines the area within which an 
individual operates and manifests his behaviour. 
The culture of a group affects every aspect of growth 
and development, the acquisition of goals and aspirations, the 
risk factors to which one is exposed and modes of response 
and adaptation. From conception to death, almost every major 
life experience is conditioned to some extent by cultural 
beliefs and orientations, who is eligible to mate, forms of 
contraception, family size and spacing, feeding and weaning 
7 these and many more depend on social customs and taboos. 
All cultural traits, habits, pre-judices and the like 
are based essentially on a mixture of conscious and subcon-
cious urges for individual and group survival and perpetuation. 
6. R. Linton, Present World Condition in Cultural Perspective, 
in the Science of Man in World Crisis, edited by R.Linton, 
Columbia University Press, New York, 1945. 
7. Mechanics, op, cit. p. 
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As Kluckhon indicates: "Any cultural practice must be func-
tional or it will disappear before long, that is it much 
shoehow contribute to the survival of the society or to the 
Q 
adjustment of the individual" , Every society has developed 
institutions and method of behaviour to safeguard and per-
petuate the practices and beliefs which its members consider 
the most important, social arrangements or organisations 
have been developed over long periods of time on the basis of 
proven group experience to meet life's basic needs. Programmes 
such as public health necessarily involve the introduction to 
the culture of a society of new practices and changes in these 
arrangements. 
Paul Benjamin also describes it in the same way as he 
says: " The cultural system does limit the range of indivi-
dual behaviour and in this sense customs exert a restraining 
influence. Culture defines the value men hold, the goal they 
seek, the means they use. By thus organizing their outlook, 
culture is also a guide to action, a positive force that 
channels motivation and impart meaning to existence. We are 
too inclined to perceive the negative and overlook the posi-
tive when we behold the customs of others. Now a health 
programme strikes at the uncertainities of death and disease 
and it may seem ironical that the dissemination of improved 
8. Op. cit. 
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medical practices should be impeeded precisely by those super-
stitions that owe their vitality to the hazards of life deri-
ving from inadequacies of medical knowledge. But faith is 
strong where risks are great, and people act slowly when it 
comes to shifting their faith from a familiar system of secu-
rity to an unfamiliar one, however, efficacious the new system 
may prove to be in the long run. It should not be overlooked 
that faith gives psychological security, whether faith is 
6 placed in magic, religion or science" • 
It is a fact that health of a people reflects the way 
it chooses to live, but it remains a point of great signifi-
cance. Patterns of illness and death in society are very 
much influenced by values affecting organization of the family, 
work and recreation. Man's constructed environment is a major 
cause of most parasitic and deadly diseases. 
Cultural condit ioning may contribute to or insulate in-
dividuals from serious health problems. Prohibited drinking 
associated with religious Muslim culture and the condemnation 
of drunkenness characteristic of Muslim values result in low 
rates of alcoholism in their society. 
Many health workers reported that societies frequently 
9.- Paul Benjamin! Respect for cultural Differences, Cog. 
Dev. Bull.. University of London Inst, of Edu., 4 : 
42 - 47 Jun® 1953. 
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found it difficult to convince people of the protective values 
of immunization, decontaminated water supplies and other health 
measures without reinterpreting these measures so that they 
fit common cultural conceptions,^ 
Some problems in public health work not only illustrate 
the importance of culture, but also show why public health 
programmes must take such factors into consideration, 
1, Health officials attempt to persuade villagers in 
rural population to build laterines. Even when 
built, they are often not used because they are 
inconsistent with traditional forms of behaviour, 
or because their location interferes with cultural 
concepts of modesty or typical patterns of inter-
action. Going out " into the fields" to relieve 
oneself can be both a biological and social event, 
2, For people to whom family and companionship is a 
central value the hospital is perceived as a 
threatening place. Rules of isolation for infec-
tious diseases, visiting regulations and other 
restrictions produce a feeling of aloneness" 
when people in the cultures may feel the greatest 
need for companionship and expect a large amount 
of familial attention, 
3, Public health personnel frequently find it diffi-
cult to change peoples diet because social and 
religious ideas as well as nutritional ones, are 
10. Margaret Mead ed. 1953, Cultural Patterns and Technical 
Change, New York: World Federation of Mental Health,UI^JESCO, 
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associated with food. Certain foods are religiously 
unacceptable, other foods must be prepared in par-
ticular ways if group taboos are not to be violated. 
In other cases the introduction of new foods dis-
rupts the pattern of family and group associations. 
As the child develops in a culture, he learns the accep-
table modes coping with the usual tasks relating to subsistence, 
social relations, and community obligations. He acquires a con-
ception of himself and others, instrumental and expressive 
skills and psychological defences through which he protects 
his place in his group and his self image. 
Even on the grossest level of cultural generalization, 
cultural beliefs have a profound influence on the health of the 
people, Indians may starve but will be reluctant to kill their 
cattle and will even share their homes and food with them. They 
will often allow monkeys to plunder their crops because they 
consider the monkey as sacred^^. Similar attitude towards 
cattle we find in Egypt, Bogue and Habashy also described the 
attitude of the Egyptian villager towards his animals and the 
effect of it on attempts to improve health conditions by quoting 
one of those involved: " The Fellah has his own habits and 
traditions which have come down with his long heritage. Many 
of these habits are good but many contribute to bad health 
because of lack of experience or ignorance of their effect. The 
11, Ibid. 
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poorest farmers keep their cattle and other animals in the 
same house they themselves live in. Oie old man explained 
it to a health educator simply that: We like our animals 
and want them where we can see them at night. They are our 
most prized possessions on which we depend for our very 
food and livelihood" 
With some of the consideration in mind, it is obvious 
that many if not all cultural patterns bear some relation-
ship to the degree of health of a people, and the extent to 
which they will accommodate themselves or by receptive 
efforts that might be made to improve their health. Let us 
concern ourselves with some examples of cultural patterns 
which may have a disadvantageous effect on the health of the 
people. 
One obvious and commonly accepted reason for the 
factors involved in the causation of illness and health is 
ignorance or lack of knowledge. Now a days, it is common 
that the infant are traditionally taken off the breast at a 
very early age, following which they are fed essentially with 
adult foods, often directly from the family table. On analy-
sing the causes of infant mortality in some areas indicated 
a high incidence of death due to severe digestive disturbances 
and intestinal infections. In addition to this instance, there 
12, R. Bogue and Aziz Habashy quoted by J.J. Hanion in Prin-
ciples of Public Health Administration 2nd ed. The C.V. 
Mosby Co. St, Louis p, 104, 1955. 
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are many groups in which it is the custom for the mother to 
pre-chew solid foods for their babies and young children, 
not realizing the bacteriologic risk in their attempt to 
carry out what appears on the surface to be logical procedure. 
One aspect of culture which is easily overlooked is 
the fact that it is more than a collection of customs, it is 
a system of customs, each one more or less is related to the 
others in a meaningful fashion, A culture has a structure 
as well as the content, it is not just like a haphazard pile 
of bricks. 
The above discussion gives an idea that cultural 
factors are very important in health and diseases. Medical 
Scientists and sociologists express their concern with cul-
tural factors. Park and Park rightly observe, "It is now 
fairly established that cultural factors are deeply involved 
in the matters of personal hygiene, nutrition, immunization, 
seeking early medical care, family planning, child rearing, 
disposal of refuse and excreta in short the whole way of 
life" 
The first thing that strikes a sociologist in India 
and which requires an explanation is the immense heteroge-
neity of medical beliefs and practices all over the country. 
13. Op, cit. p. 74. 
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Besides the well knovm and wide spread medical systems such 
as Ayurvedic, Uhani, Homeopathic and Allopathic, there are 
various types of localized folk and tribal medical beliefs 
and practices. All these beliefs and practices are, in vary-
ing degrees, different from each other in terms of tools, 
techniques, ideas and beliefs, and rationalization. But 
inspite of these differences, one finds that people belong-
ing to all sections of the population including the most 
•^vesternized" resort simultaneously to elements of these 
varied systems. 
Almost all the sociologist and anthropologists who 
have worked in this field have made interesting observations 
on the variety of medical techniques that are used by people 
living in small communities, M, Marriott observed that 
numbers of the same village or family often hold highly 
varied medical beliefs and follows widely divergent practices, 
14 
"standardized medical treatment scarcely exist , L, Lewis 
writes: " An j.nt ere sting aspect of our interview data is the 
way in which traditional views about disease exists side by 
side with modern germ theories. This reflects the fragmatic 
bent of the villager, who is willing to try anything if it 
15 works" . One of the important tasks of the sociologists 
14, Marriott, M., Western Medicine in a village of North 
India, in B,D. Paul (Ed) Health Culture and Community 
Russel. Sage Foundation, New York, 1955, 239 - 269, 
15, 0, Lewis, Village Life in Northern India, Random House, 
New York, 1958, 
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is to collect more facts on this point and they explain 
this great heterogeneity in medical practices in terms of 
sociological framework. For instance, the social scientists 
suggest that this heterogeneity could be explained by sub-
jecting the field of medicine to a scheme of analysis similar 
to that used to explain the heterogeneity of other items of 
Indian culture. Some of them refer to M.N, Srinivas's concept 
of spread and 'Sanskritization* and 'parochialization' which 
have been used to show how cultural items travel horizontally 
and vertically from one segment of the population to another, 
" A s a consequence of uneven spread of the cultural items, 
one finds today that, where as certain cultural items are 
found all over India, there are another which have remained 
confined to particular sections of society"^^. The work of 
R,S, Khare supports this approach. In his description of the 
village Qopalpur in Central Uttar Pradesh, Khare observes: 
A detailed account of the concept of Jamoga 
( tetanus ) clearly reveals gradual elaboration 
and Sanskritization of ideas regarding diseases 
as we move from lower to higher castes. The 
higher castes think about a disease more with the 
help of the ideas embodied in the greater tradi-
tion, while the lower castes largely seek expla-
nations in spirits, impersonal forces, and tribal 
gods. There is also a difference in the elabora-
16, Ahluwalia, A,, Sociology of Medicine in India: An 
Approach, Economic and Political Weekly. 1967, 1 (42) 
1007 - 1012, 
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tion of ideas as we move from lower to higher 
17 castes . 
The fact is that the total ways of human life are 
determined by the culture. Every culture teaches human being 
how he has to take food, what material he has to use and what 
are permissible and what are prohibited to them. Similarly, 
the cultural traits develop different kinds of beliefs and 
opinions in human beings. The attitude and opinion of the 
people towards health and disease are based on, to a great 
extent, to cultural traits. A perusal to cultural traits 
reveals that there are certain elements and trends in culture 
which serve as regarding factors in adoption of hygienic way 
who check disease and to improve the health. In rural areas 
people still believe that diseases are the curse of super 
natural beings, when Gods and Goddes become angry they spread 
diseases. These beliefs are culminated in the cultural heri-
tage which easily sways people to these apprehensions. 
" Cultural constraints" means restrictions provided 
by culture, as I discussed above there are certain provisions 
in culture which restricts to adopt scientific and modern ways 
of curing the diseases, improving and maintaining the health. 
17. Khare, R.S. Folk Medicine in a North Indian village. 
Human organization. 1963 , 22 (1) 36 - 40. 
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In the earlier chapter an example cited when the 
personal hygiene was discussed that rituals are important 
in cleanliness rather than the hygiene. The concept of 
cleanliness in village is nothing but purification. They 
do not believe in germ theory of disease causation,niether 
they are aware of the relationship of bodily uncleanliness 
with the diseases. Ritual purity is ^ery important to them 
against the scientific method of cleanliness, and thus, an 
orthodox Hindu in the village will not drink water by the 
hands of a man of lower caste however, neat and clean he 
might be, whereas he will not hesitate to accept water from 
the hands of a fellow casteman however dirty he might be in 
scientific terms. 
During my field study it was found that both the 
communities by and large did not realise the gravity and con-
sequences of parasitic hazards. They took it lightly and 
first they tried to cure it by their own devices. People 
were generally ignorant about how intestinal parasitic 
diseases are transmitted. Majority of them in rural popula-
tion, i.e, 69? ( 38.0 per cent ) did not know that the para-
sites could be transmitted by their neighbours, 33 of them 
reported their knowledge about their transmission through 
neighbour and rest of them showed their ignorance in this 
regard. In urban population 67 ( 44,66 per cent ) of them 
gave their answer in negative and 28 ( 18,66 per cent ) in 
positive, while rest of them did not hold any opinion. 
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Similarly a good number of the respondents in rural 
population, i.e. 83 ( 55.33 per cent ) did not know that 
intestinal diseases exist in poor environmental condtions. 
Only 49 ( 32. 66 per cent ) were aware of this fact and 
18 ( 12.0 per cent ) did not give any reply. Whereas, in 
urban population, quite a different picture emerges. There 
51 ( 34.00 per cent ) knew that intestinal parasitic diseases 
could be transmitted due to poor environmental conditions 
while 44 ( 29.33 per cent ) did not know this fact, and the 
remaining 55 ( 36.66 per cent ) shoed their ignorance about 
it. The rural people did not take much precaution against 
mixing up with those neighbours who lived an unhygienic life 
and were not at all mindful about having relations with those 
persons who maintained cleanliness. Urban people had some 
consciousness and they took noticeable precautions against 
mixing up. with unhygienic people and in having relation with 
those who did not maintain cleanliness. 
Illiteracy also plays a major role in the life of the 
people who are not aware about the causes and consequences 
of intestinal parasitism. People of the area felt that in 
the present circumstances which prevailed in their locality 
it was not generally considered desirable to get education. 
The percentage of such persons in urban areas was 55 (36.66 
per cent ) and 43 ( 28.66 per cent ) did not agree with this 
statement while 52(34.66 per cent ) did not have any opinion. 
232 
In rural population only 35 ( 23,3 per cent ) agreed with this 
statement and 58 ( 38.66 per cent )did not agree while 57(38.0 
per cent ) did not hold any opinion. It was revealed during 
the field work that majority of them did not realise the gravity 
of intestinal parasite in both the populations. They were not 
aware of how the intestinal parasites originate and spread. 
This showed their ignorance and lack of knowledge about it. 
Residents of both the communities generally felt that 
people did not care about the unhygienic conditions of their 
surroundings due to economic and social circumstances. They 
Considered that economic and social conditions were respQnsible 
for unhygienic surroundings. Among rural people 75 ( 50,0 per 
cent ) agreed with this view and 42 ( 28,0 per cent ) opposed 
while 33 ( 22.0 per cent ) did not have any opinion. In 
urban population 48 ( 32,0 per cent ) felt that economic and 
social conditions were responsible for unhygienic surroundings 
and 42 ( 28,0 per cent ) rejected this view while the remain-
ing 60 ( 40.0 per cent ) do not express any opinion. 
In rural population a good number of them thought that 
suffering with the disease is the matter of chance or luck but 
against it urban people did not think about it in this term 
and most of them were against this view. 
Generally, people are found of natural surroundings and 
they are accustomed to that life. They prefer to live in 
natural surroundings whether hygienic or unhygienic. They do 
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not worry about such ecological conditions except that 
they appreciate to live free from all artificial amenities 
which the urban people fabricate for themselves. That is 
the reason why they are not interested modifying the condi-
tions in which they live. Although this tendency motivates 
man to create artificial or man-made environment to live a 
comfortable life. But the urban people do not prefer unhy-
gienic life and they want to modify their surroundings. 
They want to change and apply certain measures to make their 
environment hygienic and beautiful. This difference is due 
to their cultural understandings and.their concept of hygienic 
living. Rural people due to their cultural stigma, do not 
want any change. They never think about it. It certainly 
depends upon how they perceive illness and correlate it with 
the environment. 
The present study has revealed that mostly people, 
inspite of their registration in the Rural Health and Train-
Centre, Jawan, did not prefer to go there for petty health 
complaints. They first applied their own devices to cure 
the diseases themselves and after failing to get relief, 
reported to the Health Centre. It was also observed that 
the women were not particular about visiting the Health 
Centre for ordinary and seasonal ailments, they preferred 
to treat themselves at home while the males did frequently 
visit the Centre. Women generally used their own devices 
for the remedy of the diseases caused by common or parasitic 
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infections. This was one of the reasons that parasitic 
infectious cases were not reported in a sufficient number 
to the Centre. The present investigator traced out many 
cases of this infection during the conversation with the 
respondents. Many of them reported about the Ascariasis 
but they never reported to the Centre for the treatment. 
Contrary to it in the urban Centre people were found 
aware of this infection and did not resort to apply their 
devices for curing it. Although a few of them tried their 
own treatment, an overwhelming majority preferred to report 
to the Centre, They never avoided visiting the Centre when 
they noticed the symptoms of their ailment. One of the 
factors of this promptness had been the existence of the 
Centre within their approach. In urban Centre women were 
frequent visitors to the Centre than the males. Men usually 
had to go to their work and could come back in the evening 
while the working hours of Centre were only upto the noon. 
Hence, only the women who generally stayed at home for their 
domestic responsibilities could conveniently avail the faci-
lities of the Primary Urban Health Centre. 
The present study shows that in rural population 59 
( 39.33 per cent ) of the respondents felt that the people 
of the area considered it superfluous to consult the doctor 
for such ailments and 68 ( 45.33 per cent ) of them did not 
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hold any opinion as such. In urban population only 39 ( 26 
per cent ) of the respondents considered it superfluous to 
consult the doctor for minor illness while 50 ( 33.33 per 
cent ) preferred to consult the doctor and 61 ( 40.66 per 
cent ) of them did not have any opinion. 
However, the cultural constraints as observed in both 
rural and urban areas, were studied in terms of seven aspects 
of people's behaviour. The first was the transmission of 
parasitic intestinal diseases. The purpose was to know the 
role of people's general belief about the transmission and 
spread of the diseases due to cultural practices. If people 
believed that diseases were transmited and spread by the 
evil sprits, caused by the destiny or by sin they neither took 
to maintain cleanliness nor avoid to mix up with unclean 
people. They were also not very much particular to keep their 
surroundings clean. Thus, three questions were framed rela-
ting to this aspect. The second was the interaction with 
inhygienic neighbours and unclean persons. Two questions 
were framed to know the inhibition in the people under study 
about their interaction with inhygyienic and unclean persons. 
If people did not mind to mix up with unclean persons, they 
naturally invited the culmination of parasites. The third 
aspect was education. It is evident that education gives us 
adequate knowledge about our existence and the surrounding 
in which we have to exist. It enables us to know what is 
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beneficial and what is harmful for our life. It was,thus, 
tried to know the reaction of the people about education 
as well as the factors related to the present of knowledge. 
Two questions were framed about this aspect. The fourth 
aspect related to the attitude of the people towards intestinal 
parasites. This aspect was studied and assessed in terms 
of the gravity of the intestinal parasites, their origin 
and spread as well as the precautions to be taken. Further, 
was also investigated to know the extent of the respondents 
concern about these parasites. Thus, four questions were 
asked to study this aspect. The fifth aspect related to the 
practice of cleanliness. In this context, the researcher 
tried to know the feeling of the respondents towards cleanli-
ness. As to, whether they felt it inconvenient to maintain 
cleanliness or were indifferent towards inhygienic conditions? 
Questions relating to this asked were because the maintenance 
of cleanliness is a characteristics of Indian culture. The 
sixth aspect related to the people's preference to live in a 
natural environment. Villagers generally preferred to live 
in wild natural surroundings where they met their necessities 
of life in a very rustic manner and invited the germination 
of intestinal parasites. Most of the villagers did not want 
to modify or improve their crude natural surroundings as 
they were very accustomed to them. Enquiries were being 
made to find out the particular characteristics of their 
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culture. The seventh and the last aspect reflected the 
trends of the treatment of diseases caused by intestinal 
parasites. In this aspect it was enquired as to how fre-
quently did the respondents visit the primary health centre, 
how many of them used their own devices to cure the diseases 
and to which extent did they consult the doctors. In all, 
eighteen questions were framed to study the cultural cons-
traints and relevant informations were collected to find out 
the degree of cultural constraints which the people have. 
The present observation about the cultural constraints 
gave an idea of the attitudes, beliefs, customs and other 
cultural and social constraints that help to spread the 
disease. The purpose was to study the extent to which they 
were found in both the areas where the study had been conduc-
ted. Many of the cultural views had been described in the 
earlier chapter. The total score of cultural constraints 
was composed to present an overall view of the cultural cons-
traints on the basis of the value of Ql, Q2, 03 and the res-
pondents were placed in low, average and high categories. If 
a respondent had high constraints a prior weighing of tow 
was assigned to him and in the case of less constraints he 
was assigned zero. 
The data presented in Table 5.1 revealed the extent 
of cultural constraint in both rural and urban population 
under study. 
Talble 5, J, 
2 1 
i Total i % I ti % % H 
Rural 39 
Urban 52 
26 
34.66 
66 
63 
44 
42 
45 
35 
30 150 100 
23.44 150 100 
Total 91 30.34 129 43 80 26.66 300 100 
The present study establishes that only 26 per cent 
of the respondents in rural area had less cultural constra-
int while 30 per cent of them had high cultural constraints. 
A considerable number of rural population, i.e., 44 per cent 
felt in the middle. Viz-a-viz to it, in urban area 30.34 
per cent of the respondents had less cultural constraints 
and only 23.44 per cent of them had high cultural constraints. 
However, the majority of the respondents, i.e., 43.0 per cent 
in urban area also felt in the middle as did the rural ones. 
The cultural constraints in urban and rural areas 
were also compared for having an adequate understanding of 
both the groups. For this purpose, test was applied to find 
out the difference between these two groups. The value of 
X^ was found to be 43.12 which was higher than the 
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tabulated value, i.e., 27.59 and thus significant at 0,5 
per cent level of significance and 17 degree of freedom 
results are presented in Table 5:2 ). 
It shows that both groups were different from each 
other as far as the cultural constraints were concerned. 
Consequently, we come to the conclusion that the degree 
of cultural constraints that prevail in rural area is 
different from that of urban area. In rural area people 
have high cultural constraints while in urban area people 
have less cultural constraints. 
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Perception, as defined by the Random House Dictionary, 
is " the act or' faculty of apprehending by means of the sense 
or of the mind" . It determines the opinion and attitudes 
of the people towards any object. In most of the cases man 
acts according to his perception. Similar is the case with 
the patients, intereact with the external world according to 
their perception. They have their own perception about the 
diseases, physician, and the treatment. The^way patients 
perceive disease and illness is important because according to 
them they apply different devices to cure the disease. Sametime 
they also seek help in the treatment of diseases from the family 
members and neighbours who advise them according to their own 
perception. 
People who are not aware of the gravity of diseases 
have no anxiety at all and thus do not apply any treatment. 
When they ccane to know about the disease they think that it is 
developed as a matter of chance. Hasan observes in his study 
that " many of the maladies or ailments are not diognosed by 
the people. For example helmenthic infestations and anaemia, 
which are so common in the area, are not known to them. There 
seems to be little anaxiety concerning health, because disease 
1. The Random House Dictionary of the English Language College 
edition. Allied Pub. Pvt. Ltd. N. Delhi, 1977. 
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is regarded as a matter of chance, and it is believed that 
2 there is very little that a person can do to maintain it" . 
It is observed during the field work that people in 
rural area do not take illness seriously. They believe that 
birth, illness, marriage, and death are controlled by God 
and take place by his will. There is deep rooted belief in 
the area that every living creature on this earth has a 
particular span of life upto which it has to live in this 
world. One who has completed that span, can in no way escape 
from death and no one would meet his death earlier than 
schedule for him. It is partly due to this very deep rooted 
conviction that some of the elderly and middle aged people 
proudly claim that, so far, they have never visited a physician 
in spite of several illnesses they faced in their lives. 
These are also some of the reasons that they do not consult 
physician, when they get infected. Many of them during 
informal discussion reported about the parasites. Some of 
them said, that they have seen them but they do not bother 
to visit health centre. 
Illness as such is taken primarily to mean not 
feeling well. Thus a number of maladies are not recognized 
as illness because they are not accompained by subjective 
feelings or discomfort. People do not usually care for minor 
2. Hasan op. cit. 
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ailments and unless seriously ill, they do not seek cure. 
Loss of health is attributed to more than one cause by rural 
folk and hence the treatment is also of several types. The 
various causes for sickness as understood by Indian people 
may be classified into two broad categories: 
i. Super natural and 
ii. Physical 
Both the supernatural and physical causes may be sub-devided 
according to the type of causative agent recognized by the 
people^. For example supernatural causes include disease 
caused by (a) breach of toboo; (b) sorcery; (c) spirit 
intmasion (d) devil eye, (e) wrath of gods and goddesses} 
and (f) ghost intrusion. There are, on the other hand, many 
diseases which are considered to be caused by natural or 
physical factors. The treatment of such diseases caused by 
include certain materia medica of animal, vegetable or mineral 
origin. 
The treatment of disease may also be possible through 
primitive medicine, and modem medicine or scientific medicine. 
According to Ackerkneert " Primitive medicine is primarily 
magicoreligious, utilizing a few rational elements, while 
our(Scientific) medicine is predominantly rational and specific, 
3. Ibid. 
employing a few magic elements" . 
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4 
In this age of rapid progress in medical technology, 
one might wonder why we pause here to consider " backward" , 
or nonscientific system of medicine. We do so for reasons 
which have both theoretical and practical importance. First, 
it is generally agreed that sickness and disease are a 
universal threat to individual and group survival. It is 
important for the development of a parsimonious theoretical 
frame work for understanding medical behaviour. We also 
know how groups in other cultures meet this challenge. What 
attitudes and beliefs they hold, and what means they employ. 
As with all aspect of human behaviour, the social scientist 
studying medicine must always keep in the fore ground the 
question of whether specific behaviour pattern are universal 
reflecting the exigencies of human situation, or whether they 
are the special product of configuration of a specific culture. 
We may assance that problems people face and the psychological 
needs arising from these problems are everywhere at least 
similar despite differences in theories about and techniques 
for coping with them. Thus, studying the Indian or non-
western societies provides an opportunity to observe human « 
behaviour with respect to a universal problem- that of illness-
in the context of radical different cultural settings. 
4. Ackernecht, E.H. 
" Problems of Primitive Medicine" Bulletin History of 
Medicine. 11; 1942, 503-21. 
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Before looking at specific, detailed characteristics 
of non-scientific medical beliefs and practices, it may be 
helpful to point out, in a broad perspective, some features 
they hold in common with scientific or modem medicine. First 
medical culture patterns are not isolated but rather are 
integrated into a complex net work of beliefs and values that 
are part of the culture of any society^. 
In modem societies diseases and illness are most 
often seen as natural phenomena and hence subject to investi-
gation and study by scientific methods. Consequently, beliefs 
about causes of various diseases require scientific proof for 
substantiation. Thus, answers to questions of etiology are 
sought in the laboratory and in the field under controlled 
conditions. In most primitive societies, however, many if 
not most diseases are seen as manifestations of super natural 
powers; thus causal explanation of these societies take on 
magico-religious tenor^. 
It has already been indicated that certain super 
natural causation are attributed to certain types of illness 
in non-westem societies. The physician, surgeons and other 
highly educated people regard the recognition of such causes 
of disease as unusual primitive and super natural and their 
5. Stanly F. King, Perceptions of illness in Medical Practice, 
New York, Russell ^age, 1962, pp.91-92. 
6. Ackerknecht, op.cit. 
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methods of diagnosis and treatment as irrational. But what 
seems to be supernatural to westernized and educated persons 
is quite natural to rural folck. For supernatural causes of 
illness magical methods of diagnosis and treatment are 
followed. This may therefore, be called magic medicine. 
n 
Magic as defined in Webster's dictionary is " the art or 
body of arts, which claims or is believed to be able to 
compel a deity or supernatural power to do or refi^ain from 
doing some act or to change temporarily the order of natural 
events, or which claims or is believed to produce effects by 
the assistance of supernatural beings, as angels, demons or 
departed spirits, or by a mastery of secret forces in nature". 
The supernatural or primitive system of medicine 
regarded as traditional system of medicine as systems of 
values beliefs, knowledge, objects, tools, and techniques on 
one hand and as organization of roles, activities and relation-
ship on the other hand. These systems. Should be therefore 
be studied with reference to (a) their distinctive notions 
regarding different aspects of disease, health, food, human 
anatomy and physiology etc. (b) their organization of persons, 
roles, groups and categories. Studies of the relationships 
between these systems of the medicine and other spheres of 
social life, such as religion, astrology, magic and morality, 
will make our knowledge, not only of these systems, but also 
7. Quoted by Fejos, In: Medicine and Anthorapology, Ed. u i-ejos. ;    .
Goldston, International U. Press, New York, 1959, p.14. 
of these other spheres of life more meaningful and complete. 
Some social anthropologists who have worked on 
different aspects of medicine have under lined the importance 
of such studies. According to Lewis, the advantage in learn-
ing about the indegenous beliefs and practices of the community 
is the insight it gives into the world view of the people. 
He observest 
" concept of disease causation are part of a 
society's total world view, which is also 
reflected in other spheres such as agriculture, 
8 politics and other interpersonal relations". 
Some other social anthropologists have given discriptions of 
some of these aspects of these traditional systems and have 
indicated the types of relationships that may exists between 
these systems and other spheres of society. For example, St 
Fuchs has given a description of how two t5^es of medicine 
men, Janka, who works through divination, and Barwa who works 
by calling to his aid a superhuman force, practice their 
respective arts. The medicine men and the villagers among 
whom they practice their art have a common faith in the tech-
9 niques used . In a study Shamanism, E.F. Harper describe 
8. Lewis, 0., Village Life in Northern India, Random House, 
New York, 1958, p.2b3. 
9. Fuchs, S.Magic Healing Techniques Among the Balahis in 
Central India: in Arikier(ed) Magic Faith and Healing: 
Studies in Primitive Psychiatry Today, Free Press. Glencoe, 
1954, 121, 38. 
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a shamanistic session in the Malnsd region of Mysore. " A 
shaman in this South Indian Setting is a man who has familiar 
10 
spirit that he can ask to possess him whenever he desires" 
When he goes into a trance, the spirit speaks through him, 
The purpose of the Shamanistic possession is to allow people 
in the human world to have advice and help from a super hitman 
being whose knowledge and ability to accanplish certain ends 11 is superior to that of any human . 
Elwin has also described the role of male and female 
shamans among the hill sooras of Orissa. The services of 
these shamans are solicited in the treatment of disease, for 
the protection of crops and in the rites for the dead. The 
shaman emerges as one of the most important figures amongst 
the saoras. He says: " To the sick and lovely the shaman is 
the nurse and friend, the guide, the analyst..... an angel of 
12 strength and consolation 
From the literature available it seems that one most 
distinguishing characteristic of traditional medicine is the 
notions regarding disease causation. Here in one finds an 
extremely close relationship between medicine and such aspects 
10. Harper, E.B., Shamanism in South India, in R.Scott and 
E.H. Volkart(Eds.) Medical care: Reading in Sociology of 
Medical Institutions, John Wiley & Sons. Inc. New York, 
1966, 344-353. 
11. Ibid. 
12. V. Elvin, The Religion of an Indian Tribe. Oxford University 
Press, London, 1955» p.171. 
I l l 
as religion, morality and magic. 
The tendency for simpler societies to provide super-
natural explanation of illness is not surprising. When 
compared with Urban societies, they tend to be previously 
religions. In India beliefs in magico-religious causes of 
diseases have their root in cultural history. A study of 
the vedic records of early medicine reveals that Hindus did 
not recognise difference between diseases and demon and this 
distinction developed later in the growth of classic medicine, 
which attempts to deal with many maladies strictly among the 
lines of humoral therapy or through sorcery''^. 
Breach of certain taboos is believed by village folk 
to be responsible for certain diseases. Both Muslims and 
Hindus have affected each other's values beliefs and customs. 
Certain Muslim also observe Hindu taboos although they do not 
believe in god and goddesses. 
Sorcery is another kind of witchcraft especially 
linked with causing and curing disease. In a suspected case 
of spirit intrusion or sorcery, the services of exorcist 
(naut) are obtained. An exercist is usually a Bhagat who is 
considered to be in the possession of specialized knowledge of 
chasing away the evil spirit or nullifying the effects of 
sorcery by means of conjurations. 
13. H.R. Zimmer, Hindu Medicine (Ededt. by Ludwig Edelstein). 
The John Hopkin Press, Baltimore, 1948, pp. 1-3. 
ceo 
An other interesting and widely accepted belief 
connected with health and disease is the effect of evil eye. 
Every individual and even certain animals are considered to 
14 
be in the possession of certain amount of supernatural power 
Children are considered to be most subsceptible to the evil-
eye, but it is by no means confined to them. It is believed 
that as soon as a person including a close relation utters 
the sentense, looking at the child " How beautiful the child 
is" , the child is bound to have a mysterious evil effect on 
its health. It may suffer from diarrhoea, develop fever and 
cry too much and in a short time may become weak. These are 
the sjrmptoms by which evil-eye(nazar) is recognized among 
children. It is commonly held that in the case of evil eyes, 
the person should not be taken to a physician, because the 
physician does not know it nor does he show any respect for 
such ideas. On the contrary, he redicules people if they talk 
about it. It is firmly believed that the modern medicine is 
not only incapable of curing a case of evil-eye but on the 
contrary, it may prove to be injurious and the condition of 
the patient may worsen. Thus, for unusual cases of illness, 
unusual methods of diagnosis and treatment are followed by the 
people. Evil-eye, as pointed out earlier also, is known to 
affect adults also but in a different manner. This is connected 
with eating. For example, a person is eating a particular food. 
14. Hasan op. cit. 
If an other person watches it and feels like eating the same, 
but does not get it, than there may be a mysterious effect of 
the evil-eye of the second person. Indigestion will result, 
vomitting may occur and diarrhoea may be caused. In this 
case also, the patient will have to approach the exorcist. 
It is, therefore, celar that just as sophisticated 
urban people have preventive medicine, based on Science, the 
rural people have " preventive magic" and the aims and 
objects of both are the same. This also illustrate the similar-
ities between magic and science because human beings use magic 
and science to reach the same goal. But the basic philosophical 
assumptions of magic are different from science because magic 
is based upon faith in the supernatural forces but science 
depends up on rational outlook and looks for physical causes. 
Positive aspect of non-westem therapies 
The strength of non-westem medical systems can con-
veniently be considered under the categories of psychosocial 
support therapies and clinical or therapeutic acts, especially 
indigenous pharmacopeias. Medical anthropologist who have 
been concerned with these questions generally feel that non-
western medicine has proven most effective. This is probably 
due to the fact that to a far gi^eater extent than in the west 
as we have seen, illness in traditional societies(serious 
illness, at least) represents dysfunction not only within 
230 
patient's body, but also in his relationship with his society 
and perhaps, dysfunction as well as within the society itself. 
This view is nowhere more clearly seen than among the 
Navaho. " The Navaho conception of health is very different 
from others. For him, health is symptomatic of a correct 
relationship between man and his 'environment', the world 
around him and his fellowman. Health is associated with good, 
blessing and beauty - all that is positivily valued in life. 
Illness on the other hand, bears evidence that one has fallen 
15 
out of this delicate balance" It is this comprehensive 
man environment setting in vrtiich so many non-western peoples 
view illness that explains why the role of powerful curer 
(The Shaman or the folk doctor) is conceived to be far broader 
than that of his western counterpart. The curer is usually 
not simply therapist, one skilled in the ways of treating 
symptoms; indeed, he works to maintain harmony between man, 
his society and his environment. 
This fundamental contrast in views about the context 
of illness between the west and the non-west helps to explain 
the frequent importance of public curing ceremonies found, at 
least in so far as " establishments" medicine is concerned. 
15. Adair John, Kurt Denschle- Patterns of Health and Diseases 
Among the Naya^as. In the cross cultural Approach to 
Health Behaviour. L.R. Lynch, ed., Rutherford, N.J. 
Fairleigh Dickinson University Press 1969 pp. 83-110. 
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only amcjng traditional peoples. Some times the role of 
public is simple that of interested or amused spectators 
who enjoy a good show. Perhaps more often relatives and 
friends play active part in rituals. 
For example, among the Navaho the members of family 
who have brought a " singer" to conduct a curing rite for 
an ill member of the group all remain during the entire 
ceremony, which may last up to nine nights. Relatives and 
friends come to the ceremony and take part in the chants and 
prayers directed by the medicine man and his assistant. By 
association they too receive position benefits from the cure, 
and in turn the presence of the family and friends is assur-
ing to the patient v^o feels they are all working to restore 
his health''^. 
There is a virtual consensus among medical anthro-
pologists that in its psycho-social supportive dimension, 
non-western medicine is often remarkably effective. Adair 
writes of the Navaho sings that " There is no doubt that 
these curing ceremonies, in which the Navaho people have so 
much faith, have a psychotherapeutic effect on the patient. 
There is also good evidence that the sweat bath sedative and 
the body massage that is used in some ceremonies may act as 
17 beneficial physiotherapy . 
16. Adair op.cit. p.95-96 
17. Ibid 
9 3 0 rU O U 
Saunders, generalizing from his experience has 
written in his book. " The expected attitudes towards a 
given element of folk medicine is one of uncritical accep-
tance. Failure does not invalidate a practice or shake the 
belief on which it is based. A remeady is tried, and if it 
works no surprise is evinced, since that is what was expected. 
If it does not work the failure is rationalized and something 
else tried. In most illness the patient ultimately either 
recovers or dies. If he gets well the remedical technique 
is credited with effecting the cure. If he dies, the reason 
is not that the remedy was in appropriate, but that the 
18 patient was beyond help" 
On balance, when judged not alone in terms of thera-
peautic ends but also against all religious, legal, social 
and psychological functions they may be expected to fulfill, 
in the estimation of most anthropologists non-westem medical 
system came out remarkably well as adaptive cultural institu-
tions that promote the well-being of the societies concerned. 
Discussing the reasons for the success of " premitive" 
19 
medicine " Ankerkecht points out that primitive medicine 
contains a sufficiently large number of medical practices 
which are also employed in modem western medicine. Among 
18. Sauders, L. Cultural Differences and Medical Care, 
Russell Sage foundation. New York, 1954. 
19. Ankerkecht op.cit. 
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these are massage, sun bath, cauterization and sorcery, 
while these therapentic devices are used in magico-religious 
as well as in " empirical" ways in folk societies, they are 
used only in magico-religious ways in primitive societies. 
A second reason for the success of " folk medicine" lies in 
its assimilation of many drugs used in western medicine. 
When we study the traditional system in the above 
background in a process of interaction, our focus of interest 
shifts to the determination of how and in what manner these 
systems have Incorporated and continue to incorporate, 
elements from each other and also from modem system of medicine. 
Such studies will yeidl^'us the much needed answers to the 
questions, as to why some elements of the modem system of 
medicine are accepted and others rejected. The relevent socio-
logical questions in this context are I what are the d5niamics 
of diffusion of items of culture? What is the rationale behind 
acceptance and rejection of these items? what conclusion can 
one draw from these from planning change? Some of the studies 
already mentioned provide some answers to these questions, but 
the validity of those can be established only after many more 
studies have been conducted on this problem. 
The above discussions about folk or non-westera 
medicine and their importance gives us a comprehensive idea 
to assess the patient's perception towards causation of 
diseases and its remedies. How beliefs, customs and other 
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social and cultural taboos dominate their sense of perception. 
The purpose of the study is to know how do people perceive the 
diseases and to what extent their perception determines the 
attitudes and opinion of the respondents under study. 
In this context, certain questions were asked to 
both the urban and rural respondents to assess their percep-
tion about the disease and methods of treatment they apply 
for its remedies. The responses were analysed and it was 
revealed that in rural setting majority of the respondents 
were ignorant about the causation of diseases. According to 
the data 50 (33.3^ percent) out of 150 rural respondents 
believe that diseases are caused by evil spirits while 36(24 
percent) believe that they are caused by some deficiency. The 
interesting point is that the majority of them i.e. 64(42.66 
percent) are indifferent and have no opinion at all. In com-
parision to this in urban areas 86(57.33 per cent) feel that 
diseases are caused by some deficiency or other metabolic 
changes in the body, while only 18(12.0 per cent) have the 
opinion that the causes of disease are not deficiency and 
remaining 46(30.66 percent) have: no opinion at all. Thus it 
indicates a significant different in their opinion of rural 
and urban people with regard to the causation of diseases. 
In the same context it is important that a consider-
able number of rural respondent think that they do not become 
sick due to some one spell on them. The actual number is 60 
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and corresponding percentage is 40. Against it 38(25»34 
per cent) of the rural population under study think that they 
become sick due to some one spell on them. The remaining 
52(34.66 percent) are indifferent. In comparison to this 
in urban area the majority of respondent i.e. 76 the corres-
ponding percentate is 50.66 are of opinion that they do not 
become sick due to some one spell on them while 20(13*34 per 
cent) are of opinion that they become sick because some one 
spell on them and the remaining 36 per cent have no opinion 
at all. 
The same is the case with the attitude of the respon-
dent regarding other aspects of the causation of disease, as 
the majority of both rural and urban respondent is of opinion 
that the intestinal parasites niether develop within body nor 
harm it due to the misdeeds of person. In urban setting 60 
per cent of the respondents are of this view and only 15«33 
per cent are of the opinion that intestinal parasites originate 
due to the misdeeds of persons. The remaining 24.66 per cent 
are indifferent and have no opinion at all. In comparison to 
it in rural context 42.66 per cent of the respondents are of 
opinion that spread of intestinal diseases has nothing to do 
with the misdeed of persons. While 20 per cent of them believe 
that the intestinal parasites come into being due to the mis-
deed of the people and the remaining 33»34 per cent are 
different. It shows that rural respondents are 17.34 per cent 
more traditional to urban respondent. 
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The rural people generally consult faith healer or 
other magic..man in order to cure the diseases. This indicate 
their attitude towards the disease and their faith in devices 
other than medicine. The data indicate that in urban area 
only 20(13.34 per cent) respondents consulted faith healer or 
some other magic man to relieve them of intestinal disease 
while 98(65.34 per cent) did not at all consult any faith 
healer to relieve them from disease. The remaining 32(24.34 
per cent) were indifferent. In comparision to this in rural 
area 85(56.66 per cent) respondents consulted the faith healer 
or some other magic man while only 22(14.66 per cent) did not 
consult such people and remaining 43(28»68 per cent) were 
indifferent. It clearly shows how traditional rural people 
are. Because the number of traditional persons in rural area 
is 43.33 per cent greater than the number of traditional 
person in urban area. It is also important that the percen-
tage of those who hold no opinion is 6.34 per cent is greater 
in rural area in comparision to those of urban area. It has 
also been observed that rural people inspite of maximum 
facilities provided to them from health centre that do not 
like to visit and consult the doctor because they feel that 
modem treatment is not much suitable to them. The perception 
of people about the treatment of diseases is also interesting. 
Among rural respondents 56(37 per cent) of them are of opinion 
that there is no other way to cure these diseases other than 
the modern medicine, while 60(40 per cent) of them feel that 
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there are also some other ways to cure the diseases other 
than modern medicine and 34(26.66 per cent) are indifferent. 
Against it urban respondents have quite different view about 
treatment of diseases. According to data 87(58 per cent) 
respondents do not think that some other ways also exists to 
cure the parasitic diseases other than modern medicine while 
15(10 per cent) of them think that there are also other means 
to treat these diseases a part from modem medicine. It 
indicates that in urban area people, by and large, prefer to 
use modern medicine for the treatment of intestinal parasitic 
diseases. They generally consult the doctor and adopt modem 
method of treatment. There are few people who do not prefer 
to use modem medicine. We also find such type of respondent 
who have no opinion about the treatment of diseases, their 
number is 48 and corresponding percentage is 32, they niether 
prefer modern medicine nor any other medicine to cure diseases. 
It is a matter of conveniejice for them, some time they use 
modern medicine and some time they adopt other means to cure 
the diseases. The respondent of both the communities are not 
very particular about the instruction of physician. They do 
not generally follow them strictly. They are only interesting 
in taking the medicine. They are particular niether to follow 
the advice of the physician nor to take prescribed doses of 
medicine. The data regarding this aspect indicate that in 
rural population 50(33«34 per cent) respondent do not follow 
the instruction of the physician strictly, vdiile 40(26.66 per 
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cent) of them follow the instruction and 60(40 per cent) do 
not have any opinion. It shows that the villager are not 
particular about the instruction of the physician. Similar 
observation is also made by the doctors of both the centres. 
They also express the same opinion and point out their diffi-
culty in treating the patient due to this particular behaviour 
of respondent that they do not follow the instructions of the 
doctor strictly. Generally they rush to the centre when they 
get diseased and take medicine by the centre and after taking 
one or two doses of medicine and they discontinue the medicine 
without completing its prescribed doses. After sometime they 
again come and make the same complain. In comparision to it 
among rural population 70(46.66 per cent) do not follow the 
instruction of physican strictly while 26(17.34 per cent) of 
them do follow the instruction 54(36 per cent) do not have any 
opinion. One of the main factor for the spread of parasitic 
diseases in the area is their lack of knowledge about its 
causes of infection and mode of infection. People of the 
area generally are not aware of the fact that if one family 
member suffers from intestinal parasitic infection, whole of 
the family become infected. The fact is that they do not mind 
the gravity of this infection and do not know much about it. 
Majority of them do not know that parasitic infection can be 
spread by human faeces and so they do not take any precaution 
in this regard. 
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The above discussed data reflects the nature of 
patients perception towards disease and its treatment. 
They also indicate their behaviour, their attitude and the 
life style v/hich they have. They also enable us to under-
stand people's feelings and their reaction when they fall 
ill. The data further indicate how much people are dependent 
upon, magi CO-religious and other non-westem method of 
treatment. We come to know people's opinion about faith 
healer and ritual man to get relief from certain disease. 
The data reflect that rural people are much inclined 
towards magico-religious and supernatural causes of diseases 
v^ere as most of the urban people regard such causes of 
disease as unusual and primitive and their method of treatment 
as irrational and non-scientific. The rural people hesitate 
to consult, the modem physician because in their opinion 
these physician do not understand their feelings and thus 
cannot treat their diseases. The modern physicians according 
to the people have no cure. On the other hand modern treat-
ment sometime proves to be injurious. Thus they prefer to 
treat these unusual cases of illness by unusual method of 
diagnosis and treatment. Similarly most of the rural people 
do not understand the cases of intestinal parasitic diseases 
and their mode of infection. They are also not aware that 
harmful aspect of these diseases. 
In comparision to this urban people are to some 
extent, aware of the causes and treatment of intestinal diseases. 
240 
They are also the more frequent visitor to the health centre 
than the rural people. 
In order to study peoples perception and their 
attitudes towards health and diseases, certain questions are 
framed on the basis of pilot study and later on administered 
to the respondents. A part from this other queries are also 
made to know their reactions about the issues and problems 
concerning with the diseases and their treatment. The 
researcher also observed their life style and cultural environ-
ment as well as the health facilities vrtiich they have, as non 
participant observer. 
In all twelve question are framed to study the res-
pondents' perception towards disease and their treatment. 
Relevent information are sought to find out the nature of 
people's perception in both urban and rural settings. The 
total score of respondents perception is computed to present 
an overall view of their perception and the respondents are 
placed in low, average and high categories on the basis of 
Q1, Q2 and Q3. A prior scoring of 0,1, and 2 is assigned to 
each response keeping the objective of study and the concerned 
hypothesis in view. Table 6.1 deals with the nature of percep-
tion of the respondents in both rural and urban setting. 
According to the data only 22.56 per cent respon-
dents of urban area secured lowest score in the scale of 
perception. It shows that their perception is traditional 
because they express traditional view about the diseases and 
their treatment. They believe that supernatural elements 
cause diseases and as such they use non-scientific method to 
cure these diseases. Against it 45.68 per cent indicate 
modem perception as they express modem view of diseases 
and their treatment. They do not have faith in magico-
religious explanation of health and illness. However 30.66 
per cent of urban population fall in the middle. 
Table 6.1 
Traditional 
% 
M % Modern % Total 
Urban 34 22.66 46 30.66 70 46.68 150 
Rural 58 38.66 64 42.68 28 18.66 150 
Total: 92 30.66 110 36.68 98 32.66 300 
In comparision to this, in rural area 58(38.66 
per cent) respondents show traditional perception of the 
diseases. They express traditional view of the diseases 
and their treatment. As such they prefer to use their own 
devices and non-scientific method of treatment. Only 28 
(18.68 per cent) of them express modem perception. They 
believe in scientific causes of disease and as such they 
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prefer to use modern medicine and do not prefer traditional 
medicine. The majority of mjral population i.e.64(42.68 per 
cent) have no particular opinion. Further the perception of 
urban respondents is compared with that of rural to have an 
adequate understanding of the problem in two different 
2 settings. For this purpose X test is applied to find out 
2 
the difference between these two groups. The value of X 
is found to be 27.25 which is greater than the tabulated 
value i.e. 19.68 and thus significant at 0.05 per cent level 
of significance and 11 degree of freedom. The analysis of 
X^ is presented in Table 6.2. 
The result shows that both the groups are different 
in respect of perception towards health and disease. It 
leads us to conclude that nature of perception that prevail 
in rural area is different from that of urban area. In rural 
area people are much inclined towards the traditional view 
of diseases and their treatment, while in urban area people 
do not manifest traditional view and as such by and large, 
they practice modern way of treatment. 
X 
S\3 O 0> 
0) Kf 
X 
ro 
o 
X o 
ro 
05 
V 
0) C+-
fl 
Hj • 
II 
s 
\o • 
as 
CO 
X 
O 
03 H 
l\J 
fO VJI 
X 
fVJ 
N 
M 
M 
Cj. 
X t\> 
l\J 
w H-Od 
M-
Hj H-O 
C+ 
o 
o vji 
M (B C 
CO H 
O 
HJ 
0) M-^ 
H-
H J H-O 
0 a> 
1 a. 
p-
H> 
0 
J. 
1 
w 
u. 
r\i 
T o t a l pa c: 
ro VjJ •<1 —i o 1\J OD --J ON f\3 • 4> • 00 
ON 
^ VjJ —i 00 —i CD ro 
ro • • VJl VO —i 
—Ik VJJ 00 -jk VjJ -Jt ON VjJ 
vo • • ro •p-VJ1 
V>J 00 VJ1 s ro V>J VJJ -t-
* • O VO VJl 
—i KJ VJJ -A VJI o VO 00 ON VJl VO • ON • VJJ 0^  VX 
—i OJ CTi —i VO ON 00 00 4> ON V>J • VJl • 00 
ro VO 
V>l -J o -A 00 -o V£) « VO • o 
a^  
VJ1 -<1 f\} ro VJl ON VO • -c- • VJl 00 
o VO 
—s. OJ •O 00 
o o i\3 —i VO 
ro • 00 « ON CTv •J> 
v^  VJI VJl VJl 03 00 -t> • V>J • o IM VjJ -o 
ro ^ —i —3. cn cr\ 03 VO 00 v£) V>4 •P- -X 
• • 00 V>l 
ON —i 00 —i 4> VJl -o • o • -o ro 
ro ->3 -0 VX 
-O ro 
o 00 o 
—X ON 4> VJ1 ON vO Of' h-> 
2'13 
03 
cr M (D 
a\ 
ro 
C H A P T E R E I G H T 
C O N C L O S i e i S S D I S C U S S I O 
244 
The conditions in which man lives determine his 
health and physique. Certain conditions are necessary 
to maintain our survival on the earth. In the absence 
of those we develop certain defeciences which later on 
cause diseases. It is thus necessary to improve the 
living conditions if we want to maintain the health of 
individuals. In this context it is important to know 
that what conditions generate which type of germs that 
cause diseases or which of the conditions is responsible 
for developing which type of defeciency that cause diseases. 
Here an attempt is made to study the extent to which con-
ditions help to spread intestinal parasitic diseases. 
Thus the present study deals with social and cultural 
factors that are considered to be responsible for the 
spread of such diseases. In bring it is tried to find 
out the relation between socio-cultural factors and the 
intestinal parasitic infection. Further this relation is 
assessed in two different settings, rural and urban* In 
this context it is also tried to know the cultural cons-
traints that help to spread the diseases. Lastly the in-
vestigator has studied the perception of the people about 
diseases and their treatment in the both rural and urban 
settings. The broad conclusions drawn from the present 
empirical study are presented here. 
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1. SOCIO.DEMOGRAPHIC TRAITS; 
The socio-demographic traits of both the rural 
and urban population under study are investigated to under-
stand the personal attributes of the respondents. For this 
purpose relevent information are sought, about age, sex, 
income, occupation, iteracy, religion and family size. All 
of these personal traits are studied as independent varia-
bles. The informations about these traits reflects the 
social background of the respondent and further enable us 
to understand the characteristics in which prevalence of 
certain diseases is of great degree, 
1.1 AGE; 
The data reveal that the overall prevalence of 
Intestinal parasitism in both rural and urban population is 
highest in low age group and school going children. The 
percentage of such prevalence is 42. 
The result further indicates that the similar 
degree of prevalence with some differences is found in rural, 
urban population separately as their respective percentages 
are 46.66 and 37.33. The analysis also shows that the 
lowest prevalence of intestinal parasitism is amongst 
highest age group i.e. 40 to to above. The overall preva-
lence including rural and urban respondents in highest age 
group is 3 percent. The percentage of high age infestation 
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in rural area is 5.33 and in urban area it is 0.67, Lower 
age infestation is also observed in many empirical studies 
1 2 conducted in this respect. Rao et. al , Agarwal et al , 
3 4 ^ 6 Gupta et al , Das , and Rao, Parihar et al. Pal and Sen 
found the high rate of prevalence of intestinal parasites 
in low age group. 
1.2 SEX; 
The prevalence of intestinal parasites in diffe-
rent among males and females. As far as the total popula-
tion including rural and urban is concerned the prevalence 
of parasitic diseases is highest among males. The actual 
percentage is 51.0. The over all prevalence of intestinal 
parasitic diseases among females is 49.0 percent. The 
interesting feature is that the degree of prevalence among 
males and females in urban area differs from the prevalence 
among such groups in rural area. In urban area males have 
lowest prevalence of intestinal parasitera. Its percentage 
1. Rao op, cit. 
2. Agarwal op, cit, 
3. Gupta op, cit. 
4. Das op, cit. 
5. Parihar op, cit. 
6. Pal op, cit. 
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is 44, In comparison to this females have highest preva-
lence of such diseases as 56 per cent of them suffer with 
these diseases. The rural population present an opposite 
picture. Among them males are more prove in comparison 
to females. According to the analysis the prevalence of 
intestinal parasitism among males in rural area is 58 per 
cent while the percentage of female is 42, The analysis 
leads us to conclude that in rural area females are more 
prone to intestinal parasitism than males. Same result 
have been observed by the empirical studies conducted in 
7 8 9 this context. Das and Rao , Aruna Parihar and Sen had 
drawn the same conclusion from their respective studies. 
All of them observed the same result i,e, high rate of 
infection among females than males. The prevalence among 
the females may be perhaps due to their defecation habits. 
Generally females due to the privacy repeatedly visit for 
defecation the same acculaded and shaded areas which are 
moist and havily contaminated infected larvae, 
1.3 MARITAL STATUS; 
In the entire sample the highest number of patients 
suffering from intestinal parasitism is of bachelors and 
lowest is of widows and separated. According to the analy-
sis 63 percent are bachelor 32,6 per cent are married and 
4.4 are widows or separated. As for as the rural and urban 
7. op cit. 8, op cit. 9, op cit. 
272 
population separately concerned both of them show similar 
result with some differences. Among urban population 64 
per cent are bachelor. 30 per cent are married, 6 per cent 
are widows and separates. Similarly in rural area 62 per 
cent are bachelor, 35,2 per cent are married and 2,7 per 
cent widow. It indicates that bachelors are more prone 
to parasitism infestation in both rural and urban area in 
comparison to other groups, 
1.4 RELIGICN; 
• Two major religious groups are found in the popu-
lation under study. In the entire sample 55 per cent are 
Muslims and 45 per cent are Hindus, But in urban area the 
percentage of Muslims are quite light than in rural area. 
In urban area the Muslim Hindu ratio is 80 and 20 percent, 
while in rural area it 30 and 70 respectively, 
1.5 CASTE; 
The distribution of the whole population under 
study indicates that 27,4 per cent of them belong to upper 
caste group 40,7 per cent backward caste group and 31,9 
per cent schedule caste group. Further the rural urban 
population is quite different in terms of caste groups. 
Among urban population 10 per cent belong to upper, 40 per 
cent to backward and 50 per cent to schedule caste groups. 
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while in rural area 32.5 per cent belong to upper, 40,9 
per cent to backward and 26.6 per cent to schedule caste 
groups. 
1.6 EDUGATICN: 
Though the most of the patients of intestinal 
parasites in the entire sample are literate. Yet a good 
number of them is also illitftSdte, In the entire sample 
39 per cent are illiterate, 34 per cent are educated upto 
middle/11,5, 8 per cent are graduate, 11,4 per cent have 
professional gratification and 4.2 per cent are post 
graduate. The rural and urban population differs signi-
ficantly in terms of literacy and education. 
In rural area 46,66 per cent are illiterate 36.66 
per cent are educated upto middle/H.S,, 6,68 per cent are 
graduates, 8 per cent have professional qualifications and 
2 per cent have post graduate qualification. In comparison 
to this in urban area 31,33 percent are illiterate 38 per 
cent are educated upto middle or high school, 9,35 per cent 
are graduate, 14,66 per cent have professional qualifications 
and 6,6 per cent are post graduate. High rate of infesta-
tion among illiterates are also reported by Agarwal et al, 
Singupta, Yunus and Sinha, Rao and Rao, in their respective 
emperical studies. 
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1.7 OCCUPATION! 
In urban area highest number of patient of intes-
tinal parasite is of these who are doing service, their per-
centage is 40, The lowest number of them are engage in 
agriculture their percentage is 5,3, In comparison to this 
in rural area 53 per cent of the respondents are engage in 
agriculture, it is the highest percentage. The lowest of 
them 6,6 per cent are engage in teaching. The analysis fur-
ther leads us to conclude that both rural and urban group 
significantly differ from each other in terms of occupation, 
Yunus et al and Sengupta in their studies also reported 
high prevalence rate of intestinal parasitism among agricul-
tral and next to it among laboures, 
1.8 INCOMES 
The entire population is devided into five income 
groups. Overall the highest percentage of the respondents 
i,e, 33,3 belong to income group earn upto rupees 500 per 
month, W/hile percent, the lowest among all earn rupees 
2000 and above. The rural and urban group of population 
significantly differ from each in terms of income. In urban 
area 30 per cent earn upto rupees 500 per month and 13 per 
cent of them earn rupees 2000 and above. In rural area 
36,67 per cent earn upto rupees 500 and only 6 per cent 
earn rupees 2000 and above. 
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Almost all the empirical studies conducted to 
find the rate of prevalence of intestinal infestation 
found the maximum incidence of infestation is in low in-
come group as well as fourth social class. 
1.9 FAMILY; 
The rural and urban population under study sig-
nificantly differ from each other in terms of the size of 
family. Though the total picture indicates that in the 
entire sample including rural and urban 54,0 per cent have 
nuclear family and 46 per cent have joint family. But the 
ratio is quite different when rural and urbfen population 
is analysed separately. In urban area 64 per cent have 
nuclear family 36 per cent have joint family while in rural 
area only 44 per cent have nuclear and 56 per cent of them 
joint family, 
2, SOCIAL CONDITIONS; 
As we have discussed in previous chapter tha 
social conditions is generally measured by (1)^  housing and 
locality condition (ii) water supply and drainage (iii) 
food and dietery habit (iv) personal hygiene. The inves-
tigator adopted the above criteria to assess the social 
condition of population under study. As such the informa-
tion relation to those aspects were collected and analysed. 
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It has generally been observed that housing condition, 
water supply and drainage system, food and dieting habit, 
and personal hygiene play and important role to spread 
and control the parasitic infection. The infected person 
both in the rural and urban area show the above mentioned 
factors in considerable extent, 
2.1 The analysis leads us to conclude that social 
conditions were both the rural and urban patients of para-
sitic infection reside are by and large unhygienic. Accord-
ing to the analysis 95 ( 31,67 per cent ) respondents of 
both urban and rural population live in unhygienic and in-
adequate condition while 78 (26 per cent ) patients of both 
the population have adequate social conditions. The majority 
of them i.e. 127 ( 42,33 per cent ) fall in the middle, 
2.2 The cross-sectional analysis further shows that 
the over all social condition of rural area is generally 
more unhygienic than that of urban area as 50 ( 33,33 per 
cent ) of rural have inadequate social condition while 
only 36 ( 24,0 per cent ) of them have good social condi-
tion and 64 ( 42,67 per cent ) fall in the middle. In com-
parison to this in urban area 45 ( 30,0 per cent ) of the 
respondents have most unhygienic condition and 42 ( 28 per 
cent ) have adequate social condition. The rest of them 
i,e, 63, its corresponding percentage is 42 fall in the middle. 
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2. (i) HOUSING AND LOCALITYt 
The structure of the houses in the rural area 
under study is generally not satisfactory. Despite the 
abundance of space in the area houses and crowde and of 
the poor quality. Leaky roofs, absence of flooring, dark-
ness and dampness are the characteristc feature of the 
majority of the houses. The reason for living in <lark, 
conjusted and over crowded houses are due to ignorance, 
poverty, a sense of insecurity and age old practices. But 
the housing condition of urban is not as bad as rural. 
Generally, houses are made up of pucca bricks and have the 
minimum requirements of good housing. 
The rural people usually keep some useful domes-
ticated animals very close to the house. Certain diseases 
of man are known to be cause by domesticated animals are 
not recognized by them. The presence of domesticated 
animals close to human habitation definitely increase the 
chance of infection. Tapewarm and other intestinal para-
sites of hogs, cattle, dogs may secondarily infest man.^^ 
But in urban people very few people have domesticated animals. 
Only those people who are residing in Jeevangarh usually 
have domesticated animals and so they become intrumental in 
transmitting the various infections to the Zohrabagh whose 
inhabitants generally belongs to higher socio-economic class 
10, aiiilley,D.F and Gould, A,G. Community Hygiene, Mac-
millan 1943, p. 24. 
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and have also good sense of sanitation. 
Human excreta disposal is the most major factor 
of spreading the intestinal parasitic infection. The health 
hazard caused by human excreta is a big challenge for the 
environmental sanitation of a community. The socio-economic 
status of the community can be achieved by decreasing high 
morbidity and mortality associated with its safe disposal. 
People are ignorent that faces is infectious and pollute 
water and soil, contaminates food and propagates flies. 
Excreta disposal is a universal problem but it is very 
serious in India where more than 80 per cent population live 
in rural area and majority of them go to field" for defe-
cation and thus pollutes environment. Due to this the in-
testinal groups of diseases claim about 5 million lives every 
year while an other 50 million people suffers from these 
intestinal parasitic infectious diseases. Human excreta of 
a infected person is the main source of parasitic infection. 
The data indicate that majority ( 55.34 per cent ) of the 
rural people are habitual of field defecation and next to 
this i.e. ( 36 per cent ) people use service lat-?rine which 
is also in unhygienic condition as it is not being cleaned 
by any sweeper daily. Among urban area only 18,66 per cent 
respondents use fluch latrine while 43.34 per cent use service 
latrine and remaining 38.0 per cent go in the field. So 
here we see the majority of both the area either use the 
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service latrine or they go out for defecation. So this is 
major factor of spreading the parasitic diseases in the entire 
sample. All the relalrent empirical studies are conducted in 
this context gave the same result that mode of human excreta 
is mainly responsible for spreading the parasites among other 
factors. 
2.1.1 The housing and locality condition of rural and 
urban area when take together indicate that they are adequate. 
According to the data 103't ( 34.33 per cent ) respondents 
have adequate housing condition while 100 ( 33.34 per cent ) 
respondents have inadequate housing and locality condition 
and 97 ( 32.33 per cent ) fall in the middle. The interesting 
feature is that the difference between adequate and inadequate 
condition is only one which is not very important. It is due 
the fact that a considerable majority of the urban respondents 
has adequate housing condition while the majority of the 
rural respondents has inadequate housing conditio^J, However, 
the over all condition of ihousing and locality in rural and 
urban negates the proposed hypothesis. 
2.1.2 The cross sectional analysis indicates that housing 
and locality in rural area is more unhygienic and unhealthy 
than urban area. According to the analysis 61 ( 40.66 per 
cent respondents of the rural area have inadequate housing 
!dS 
condition.while in urban area only 39 ( 26 per cent ) have 
inadequate housing condition. In comparison to this 35 
( 23.34 per cent ) respondents of the rural area have ade-
quate housing and locality condition while in urban area 
68 ( 45,34 per cent ) have adequate housing condition. The 
analysis further shows that the rural and urban population 
significantly differ from each other in term of housing and 
locality. The value of X^ is 17.12 greater than 16.92 and 
significant at .05 level of significance and 9 d.f. See 
table 4.8. 
2.2 WATER SUPPLY AND DRAINAGE; 
The greatest threat to humanity, short of a nuclear 
calamity, is from environmental contamination which also in-
cludes inadequate, unreliable unsafe and contaminated water 
supply system. The global water resources have been conta-
minated with chemical and faccal pollution due to many reasons. 
Many water-born diseases such as typhoid, cholera, gastroen-
terititis, intestinal parasitic infection and hapatitic are 
caused by unsafe and contaminated water supply system. Intes-
tinal parasitic diseases can be significantly reduced by ade-
quate and safe water supply. The present study shows that 
in both urban and rural popullation 56 per cent respondents 
use handpump for drinking water. The handpump water is found 
to be contaminated after laboratory analysis. The reason is 
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that handpumps are not very deep in the earth and they become 
polluted with faccal and chemical materials. Among the rural 
population under study only 6,66 per cent use take water and 
50 per cent use handpum water and rest 43 percent use well or 
pond water. Among urband population 33.34 per cent enjoy the 
facility of running or safe water and 64 per cent respondents 
use hand pump water for drinking. Only 2,66 per cent use 
well water. 
The condition of drainage in urbane" population is 
batter than the rural where actually no drainage exist. The 
condition of disposal of the house sullage and rain water in 
the rural area need to be studied in the context of the local 
traditions, customs and practices which reflect how people 
lack understanding of sanitation and hygiene. They are also 
ignorent about the causation of disease. People are still 
accustomed of these conditions. They do not mind them 
seriously because they regard these conditions as character-
istic feature of rural life,They hardly over think about it 
or talk about it. It may not be out of place to quote 
Karve's explanation of the indifference of the people to 
environmental sanitation. Karve says: " When people can 
not afford to spend adequately even on food and clothing 
they do not bother environmental sanitation. Experience 
2o. 
strengthens the view that sanitation is inextricably the 
extent to which the later improve the sanitary concious-
ness of the people also correspondingly improve,...." 
This dipiets the real picture of the life style and atti-
tude of rural people. In the urban area, due to the 
improved socio-economic condition and education their life 
style better than rural. They have sense of sanitation, 
drainage and house sullage condition. They think about it 
and they have facility of Municipal staff who use to come 
and clean the vicinity. Due to absence of the drainage 
system in rural population, water usually gets collected in 
pit dug outside the house for the purpose, which serves as 
a good breeding place for mosquitoes and some other insects. 
Heaps of house refuse continue to decay and vitiate the 
environment where house flies other insiects, germs and para-
sites grow on a large scale and transfer germs to the healthy 
persons. 
2.2,1 The water supply and drainage system of both rural 
and urban area when take together indicate that they are 
satisfactory. According to the analysis 87 ( 29 per cent ) 
of the total population under study have inadequate water 
supply and drainage system while 99 ( 33,0 per cent ) res-
pondents have adequate water supply and drainage system. 
Thus, those who have adequate system are 4 per cent greater 
than those who have inadequate water supply and drainage 
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system, A considerable majority of them i.e. 114 ( 38 per 
cent ) have average water supply and drainage system. This 
analysis negates our hypothesis that water supply and drain-
age system are by and large inadequate. 
2.2,2 The cross-sectional analysis clearly indicate that 
the majority i.e. 56 ( 37.34 per cent ) of the rural popu-
lation have inadequate water supply and drainage system 
while 41 ( 27,33 per cent ) of them have adequate water supply 
and drainage system. The rest of them 53 ( 35,33 per cent ) 
fall in the middle. In comparison to the rural group of popu-
lation urban under study show quite different nature. Among 
them only 31 ( 20.66 per cent ) have inadequate water supply 
and drainage system while 58 ( 38,68 per cent ) of them have 
adequate system, A considerable number of them i.e. 61 ( 40.66 
per cent ) fall in the middle. It shows that in urban area 
the respondents under study by and large adequate condition. 
The analysis leads us to conclude that the water supply and 
drainage system in rural area is more inadequate than that 
of urban area. It also indicates that rural and urban popu-
lation significantly differ from each other in terms of water 
supply and drainage system. The value of is 9,54 which 
is greater than the tabulated value i.e. 5.99 and significant 
at 0,05 percent level of significance and 1 d,f, indicates 
the level of significance. 
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2,3.1 FCX3D AND DIETRY HABIT; 
The folld and dietry habit of the patients of 
both rural and urban areas are generally bed and' unhygienic. 
According to the analysis in the whole population under stu<4y 
33.33 per cent of the respondent have unhygienic food and 
dietry habit while 29.67 per cent of them have good dietry 
habit and the rest 37 per cent fall in the middle, 
2.3.31 The cross sectional analysis shows that the rural 
respondents have more unhygienic food and dietry habit than 
the urban respondents. According to the analysis 55 ( 36,66 
per cent ) rural respondents have bad and unhygienic food 
and dietry habit while 40 ( 26.68 per cent ) have good and 
hygienic food and dietry habit. In comparison to this in 
urban area only 45 ( 30 per cent ) have bad and unhygienic 
food habit while 49 ( 32.66 per cent ) have good food and 
dietry habit. 
The analysis further indicates that the patients 
of intestinal parasitic diseases in rural area significantly 
differ from those of urban area in terms of food and dietry 
habit as the value of ^ is 17.59 which is significant at 0.05 
per cent level of significant 9 d.f. It indicates the level 
of significance between the two groups. 
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2.4 PERSOr^ IAL HYGIENE; 
The personal hygiene of parasitic intestinal 
disease is by and large poor. As they do not take proper 
care of this personal hygiene. According to the analysis 
the entire sample the personal hygienic condition of 88 
( 29.35 per cent ) is poor while 86 ( 28,67 per cent ) of 
them indicate good hygienic condition. The rest 126 (42,0 
per cent ) fall in the middle. 
2,4.1 The cross sectional analysis indicates that the 
rural patients of intestinal parasitic diseases are more 
careless about the personal hygiene than urban patients. 
The analysis shows that in rural area the personal hygienic 
condition of 35 ( 23.34 per cent ) respondents is good and 
the rest 61 ( 40.66 per fall in the middle. In comparison 
to this in urban area only 34 ( 22.66 per cent ) respondents 
indicate poor personal hygienic condition while 51 (34.0 per 
cent ) indicate good personal hygienic condition and remain-
ing 65 ( 43.34 per cent ) fall in the middle,• The analysis 
further shows the rural patients of intestinal parasitic 
diseases significantly differ from those of urban in terms 
of personal hygienic condition as the value of ^ is 38.08 
which quite higher than the tabulated value i.e. 16.92 and 
thus significant at 0.05 per cent level of significance and 
9 d.f. 
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3. CULTURAL CONSTRAINTS; 
The rural community have different culture. The 
rural people generally believe in supernatural elements and 
consider their important to guide their entire social life. 
According to them what happens in this world and in the 
life's of the individuals are due to the supernatural elements. 
They exhibits orthodox attitudes towards universe and human 
life as well. As such they are guided by irrational belief 
and attitude towards world. The villagers by and large exhibit 
orthodox and traditional attitudes towards diseases and their 
transmission. They do not take proper and adequate care about 
cleanliness. They are also not very much particular in 
interaction with dirty and unhygienic people. They are 
either uneducated or educated to some extent, Consiquently 
they lack rational and scientific world view. Their opinion 
about the causes of intestinal parasitic diseases and their 
transmission is not scientific. Their economic condition 
also plays and important role to mould their opinion. It is 
also responsible for not maintaining cleanliness. 
Apart from these conditions villagers generally 
prefer to live in natural surroundings. Thus they are exposed 
to unhygienic conditions and get infected. These are due 
to their cultural conditions which are responsible for the 
2b3 
intestinal parasitic infection and their transmission. 
3.1 "Hie cultural constraints as imposed in rural and 
urban area when taken together indicate that the patients of 
intestinal parasitic diseases have less cultural constraints. 
According to the analysis 30.34 per cent respondents in 
the entire sample have less cultural constraints while 26,66 
per cent of them have high cultural constraints the remaining 
43.0 per cent show average cultural constraints. The diffe-
rence between low and higher cultural constraints . is only of 
3.68 per cent. It negates our hypothesis that the patients 
of intestinal parasitic disease generally high cultural cons-
traints. 
3.2 The cross sectional analysis shows that the patients 
of intestinal parasitic diseases in rural area have more 
cultural constraints than their counter parts in urban area. 
The analysis indicates that 45 per cent of the rural respon-
dents have high cultural constraint and only 26 per cent have 
low cultural constraint. The remaining 44 per cent have 
average cultural constraint. In comparison to this in urban 
area 23.44 per cent have high cultural constraints and 34.66 
percent have low cultural constraint. The remaining 42 per 
cent show average cultural constraint. 
The analysis further indicates that the rural patients 
of intestinal parasitic diseases significantly different from 
2d4 
their counter part in urban area in terms of cultural cons-
traints. As the value of ^ is 43,12 which is higher than 
the tabulated value i.e. 27.59 and thus significant at 0.05 
per cent level of significance and 17 d.f. 
PATIEMTS PERCEPTICN: 
Perception is generally determined by the beliefs 
and practices of the community. People percieve the objects 
and the world according to their culture and gradually deve-
lop particular outlook and attitudes towards the world. Their 
out look towards the world is reflected in their behaviour as 
well as in their relation towards other individual and objects 
of the world. In the present study it is observed that the per-
ception of the people plays an important role in spreading 
the intestinal parasitic diseases. In the rural community people 
generally underestimate the gravity and seriousness of the 
intestinal parasitic diseases and therefore they do not take 
adequate precaution to check and cure them. They are also not 
much particular to maintain cleanliness within and out side 
the house consiquently their germs grow in unhygienic condi-
tions and get the people infected. 
The overall perception of the respondents of both 
urban and rural area towards intestinal parasitic infection 
and their treatment is modern. The analysis shows that 32.66 
per cent respondents of the entire sample have modern perception 
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of intestinal parasitic infection and treatment while 
30,68 per cent of them have traditional perception and the 
rest 36.68 per cent of the respondents fall in between 
the two. Those who have modern perception are only 2,0 per 
cent higher than those who have traditional perception but 
it negates our hypothesis that patients of intestinal para-
sitic infection have traditional perception towards para-
sitic infection and treatment. 
The cross sectional analysis indicates that the 
rural respondents by and large have traditional perception 
about intestinal parasitic infection and treatment. According 
to the analysis 58 ( 38,66 per cent ) have traditional per-
ception while only 28 ( 18,66 percent ) have modern perception. 
The position of urban respondent is entirely different where 
22,66 per cent have traditional perception while 46,68 percent 
have modern perception. The result leads us to conclude that 
the urban responded by and large have modern perception 
about intestinal parasitic infection and treatment while rural 
respondents have tradition perception about that. 
The analysis further shows that the rural and urban 
patients significantly differ from one an-other in terms of 
their perception toward Intestinal Parasitic disease and 
treatment as the value of X? is 27,15 which is highly signi-
ficant at 0,5 per cent level of significant and 11 degree of 
freedom. 
DISCUSSIONS 
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The above f i n d i n g s l e a d us t o c o n c l u d e t h a t s o c i a l 
c o n d i t i o n s p l a y an i m p o r t a n t r o l e t o c a u s e and s p r e a d the 
i n t e s t i n a l p a r a s i t i c i n f e s t a t i o n . S e v e r a l i m p e r i c a l s t u d i e s 
w h i c h have been c o n c l u d e d i n t h i s c o n t e x t r e v e a l same t h i n g s . 
The c o n d i t i o n i n wh i ch man l i v e s and the h a b i t s wh i ch he 
d e v e l o p s a r e d e t e r i m e n t a l t o h i s h e a l t h . S o c i a l c o n d i t i o n s 
g e n e r a l l y i n c l u d e h o u s i n g , d r a i n a g e and w a t e r s u p p l y , f o o d 
and d i e t r y h a b i t , s a n i t a t i o n and p e r s o n a l h y g i e n e . I f they 
a r e p r o p e r a d e q u a t e and h y g e n i c , they w i l l h e l p t o m a i n t a i n 
the h e a l t h o f the p e o p l e , o t h e r w i s e they w i l l i n v i t e d i f f e r e n t 
k ind of g e rms , caused d i s e a s e s and communicate them t o o t h e r 
p e r s o n s . 
The p r e s e n t s t u d y i n d i c a t e s t h a t the p a t t e r n o f 
h o u s i n g , w a t e r s u p p l y and d r a i n a g e , f o o d and d i e t r y h a b i t , 
s a n i t a t i o n and of p e r s o n a l hyg i ene i n two d i f f e r e n t s e t t i n g s ; 
r u r a l and u r b a n . 
I t r e v e a l s t h a t the m a j o r i t y of the p e o p l e of r u r a l 
a r e a has no a d e q u a t e hous ing c o n d i t i o n . G e n e r a l l y the p e o p l e 
i n r u r a l a r e a have kuccha house o r j h u g g i e s . These houses 
c o n s i s t s o f one o r two rooms and have no adequa te p r o v i s i o n 
o f l i g h t , a i r , bathroom and l a v a t o r y . The r u r a l p e o p l e by 
and l a r g e have no s e p a r a t e a r r angement o f keep ing t h e i r 
c a t t l e . These c o n d i t i o n s o b v i o u s l y a r e u n h y g i e n i c and h e l p 
t o c a u s e and s p r e a d d i s e a s e s . A p a r t f r om i t t h e r e i s no 
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p r o p e r a r r angement o f d r a i n a g e i n the v i l l a g e s . The d i r t y 
w a t e r f l o w s i n f r o n t o f the houses and g a t h e r s h i e t h e r and 
t h i e t h e r and tu rn i n t o t h e b r e e d i n g p l a c e s of g e rms . 
S i m i l a r l y t h e r e i s no w a t e r s u p p l y system i n v i l l a g e p e o p l e 
t a k e w a t e r e i t h e r f r om w e l l o r f r om hand p\amps. The r u r a l 
H e a l t h and T r a i n i n g C e n t r e t e s t e d the w a t e r f r om b o t h t h e 
s o u r c e s and f ound t h a t con tamina t ed w i t h f a e c a l and chemica l 
m a t e r i a l s . Thus the w a t e r wh i ch r u r a l p e o p l e d r i n k a l s o 
c a u s e d i s e a s e s . The s a n i t a t i o n i n r u r a l a r e a i s a l s o n o t 
h y g i e n i c . P e o p l e g e n e r a l l y go t o the f i e l d f o r d e f a c a t i o n 
and o f t e n l y they g e t i n f e c t e d and c a r r y g e rms . A p a r t f r om 
t h i s due to the p a r t i c u l a r s o c i o economic and c u l t u r a l 
c o n d i t i o n the f o o d and d i e t r y h a b i t of r u r a l p e o p l e i s a l s o 
n o t h y g i e n i c . These e l ement o f s o c i a l c o n d i t i o n s a r e v e r y 
much a p p a r e n t i n the l i f e p a t t e r n o f rxaral p e o p l e . They 
c a u s e i n t e s t i n a l p a r a s i t i c i n f e s t a t i o n and a l s o h e l p i n 
s p r e a d i n g such d i s e a s e s . The r u r a l p a t i e n t s by and l a r g e , 
o f i n t e s t i n a l p a r a s i t i c i n f e s t a t i o n e x i b i t t h e s e f e a t u r e s 
o f s o c i a l c o n d i t i o n s . 
The s i t u a t i o n i n u r ban a r e a i s no d o u b t b e t t e r than 
the r u r a l a r e a . The s o c i a l c o n d i t i o n o f the u r b a n p a t i e n t 
o f t h e s e d i s e a s e s i s u n d o u b t e d l y b e t t e r than t h a t o f r u r a l 
p e o p l e . I n s p i t e of the improved s o c i a l c o n d i t i o n s the 
u r b a n p e o p l e a l s o o f t e n l y g e t i n f e c t e d by i n t e s t i n a l p a r a s i t i c 
i n f e s t a t i o n . The r e a s o n may be t h a t t h o s e who l i v e i n 
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improved s o c i a l c o n d i t i o n i n u rban a r e a g e n e r a l l y i n t e r a c t 
w i t h t h o s e p e r s o n s who l i v e i n i n a d e q u a t e s o c i a l c o n d i t i o n s . 
Due t o the n a t u r e of t h e i r work and sometime due t o t h e i r 
s o c i a l needs b o t h g r o u p s o f p e o p l e mix w i t h each o t h e r . 
C o n s e q u e n t l y they g e t i n f e c t e d by t h o s e who a l r e a d y s u f f e r 
w i t h such d i s e a s e s . 
The o t h e r e x p l a n a t i o n may be t h a t the c a u s a t i o n o f 
i n t e s t i n a l p a r a s i t i c i n f e s t a t i o n depends on m u l t i p l e 
f a c t o r s . P e o p l e may g e t i n f e c t e d f rom o t h e r s o u r c e s . 
The p r e s e n t s tudy f u r t h e r i n d i c a t e s t h a t i n r u r a l 
a r e a t h e r e a r e d i f f e r e n t c u l t u r a l c o n s t r a i n t s by wh ich 
p e o p l e d e v e l o p u n h y g i e n i c h a b i t s . They l a c k s ense o f c l e a n -
l i n e s s and do not t a k e adequa t e p r e c a u t i o n t o make t b e i r 
body and s u r r o u n d i n g c l e a n . The r u r a l p e o p l e due t o low 
economic c o n d i t i o n and i l l i t e r a c y a r e no t aware o f the 
impor t ance o f c l e a n l i n e s s as w e l l as o f the g r a v i t y o f 
t h e s e d i s e a s e s . They a r e a l s o not aware o f the c a u s a t i o n 
and v e h i c l e s o f t h e s e d i s e a s e s . As a ma t t e r o f f a c t they 
do n o t t a k e due c a r e and p r e c a u t i o n t o use such t h i n g s 
wh ich c a r r y the germs o f the d i s e a s e s . F u r t h e r the r u r a l 
p e o p l e have t r a d i t i o n a l p e r c e p t i o n a b o u t the c a u s e s and 
s p r e a d of i n t e s t i n a l p a r a s i t i c i n f e s t a t i o n . 
They t h i n k t h a t i l l n e s s i s a m a t t e r o f chance o r 
i t i s due t o the ange r of e v i l s p r i t s . The r u r a l p e o p l e 
due to t h e i r t r a d i t i o n a l o u t l o o k , economic c o n d i t i o n 
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and i l l i t e r a c y p r e f e r t o adopt t r a d i t i o n a l means t o c u r e 
the d i s e a s e s . They a v o i d t o c o n s u l t p h y s i c i a n s o r modern 
m e d i c i n e t o c u r e t h e d i s e a s e s . These a s p e c t s of t h e i r 
b e h a v i o u r a l s o h e l p t o cause and s p r e a d the d i s e a s e s . 
The u r ban p e o p l e a g a i n show a d i f f e r e n t p i c t u r e . 
They have l e s s c u l t u r a l c o n s t r a i n t and t h e i r p e r c e p t i o n 
t o w a r d s d i s e a s e and t r ea tment i s a l s o modern t o some e x t e n t . 
B u t they a l s o s u f f e r w i t h such type of d i s e a s e s b e c a u s e o f 
o t h e r f a c t o r s whJbch c a u s e t h e s e d i s e a s e s . 
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RECOMMENDATION 
Primary medical care needs to be started after initial 
health education, taking into account broad socio-economic 
and cultural settings of the area. 
There is a great need of strengthening health education 
services which should be linked with each health activity 
so that people may adopt rational health behaviour. 
From time to time simple orientation training programmes 
on health and diseases need to be organized at least for 
the formal as well as non formal leaders of the community. 
Health education be directed more towards the low economic 
and illiterate groups. 
Hygiene education programmes must become an integral part 
of all community. 
In order to create a strong enough demand, materials used 
to convey messages about the benefits of safe water, 
adequate sanitation and hygienic practices must be realis-
tic, believable and acceptable to the particular community. 
This is why commmity groups should be organized and 
particular groups of women, since this tend to ensure that 
information conveyed is sensitive to the socio-cultural 
characteristics of the people. Educational materials based 
entirely on " germ theory concept" are not always acceptable 
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to rural people, nor are they always particularly effective, 
because it is hard to give a meaning to invisible organism. 
To suggest that people are drinking water which contains 
the faeces of their friend and neighbours can be considera-
bly more effective. 
Many religious and super natural beliefs are concerned 
with water quality, sanitation and proper hygienic practices, 
and can be used as a means of communicating positive message. 
When developing educational materials, these aspects should 
always be considered. 
National specialists, such as sociologist, anthropolo-
gist, health educator should be seconded to work with the 
physicians and other organized groups in the area. 
As good number of the population is infected with the 
intestinal parasitic infection, opportunities may be 
explored to all people for stool examination, irrespective 
of related symptomatology. One of the ways is to examine 
the stool of all the registered persons in the centre as a 
routine. 
Since the infection rates are high in the school age groups, 
periodic stool examination may be insisted upon for school 
children starting from entry into school. 
Breast feeding of infants specially in lower socio-economic 
group should be prcmoted. Vigorous programmes of breast 
feeding prcmotion, education and facilitation are required 
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Pranotion and education must be directed not only at 
mothers but at fathers also. 
Epldimiological studies are required in many sellings to 
define precisely the aspects of domestic and personal 
hygiene that are significant risk factors for many 
parasitic diseases. In addition to hand-washing, such 
matters as the hygienic disposal of the stools of young 
children, improved food hygiene, and the improved storage 
of water in the home may be important in many settings. 
The physical conditions of the locality should be 
Improved. The government agencies should take responsi-
bility of constructing proper houses and improving the 
sanitary condition. 
The number of primary health centres should be increased 
and proper and cheap health services should be provided 
to the people. 
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Q U E S T I O N A I R E 
"A STUDY OF THE SOCIAL CONDITIONS ACTING 
AS THE VEHICLES OF DISEASES CAUSED BY 
INTESTINAL PARASITES" 
DEPARTMENT OF SOCIOLOGY 
A.M.U,, ALIGARH 
NAME 
S.NO. 
PRESENT COMPLAINTS 
DIAGNOSIS 
TREATMENT CONTINUED/ 
DISCONTINUED 
CASE HISTORY 
ADDRESS 
R/U 
- • 9 • -
1 . SDC: 
Aqe • • 
1 . 0 - 10 
2 . 10 - 20 
3 . 20 - 30 
4 . 30 - 40 
5 . 40 - 50 
6 . 50 above 
1 .2 Sex ; 
1 . Ma l e 
2, Female 
1 .3 M a r i t a l S t a t u s ; 
1 . B a c h e l o r 
2 . M a r r i e d 
3 . S epa r a t ed/w idow 
1 .4 R e l i g i o n ; 
1 . 6 E d u c a t i o n ; 
1 . I l l i t e r a t e 
2 . L i t e r a t e 
3 . H i gh Schoo l 
4 . G r a d u a t e 
5 . P o s t G r adua t e 
6 . T e c h n i c a l 
1 . 7 O c c u p a t i o n ; 
1 . A g r i c u l t u r e 
2 . L a b o r e r 
3 . S e r v i c e / H o u s e w i f e , 
4 . T e a c h i n g 
5 . B u s i n e s s 
6 . T e c h n i c a l 
1 . 8 Income; 
1, H induism 1 . Up t o - 400 
2 . I s l a m 2 . 400 - 800 
3 . C h r i s t i a n 3 . 800 - 1200 
4 . O t h e r s 4 , 1200 - 1600 
C a s t e ; 
5, 1600 - 2000 
6 . 2000 - above 
1 , Upper 
1 . 9 F a m i l y S t r u c t u r e 
2 . Backward 
1 . N u c l e a r 
3 . S c h e d u l e d c a s t 
2 . J o i n t 
-: 3 
2. SCX:iAL CONDITIONS; 
(A) HOUSING STRUCTURE AND LOCALITY; 
2 . 1 S t r u c t u r e of the house? 
1 . Pucca 
2 . Mud 
3 . Mixed 
2 .2 Have you s e p a r a t e a r r a n g e m e n t f o r c a t l e keep ing? 
Yes No I f Yes 1 . Do n o t have 
2. S e p a r a t e 
3 , No t s e p a r a t e 
2 .3 What type of l a t r i n e do you have? 
1 . F l u s h 
2 . S e r v i c e 
3 . Go ing o u t s i d e i n open a i r . 
2 .4 Does you n e i g h b o u r have? 
1 . F l u s h 
2. S e r v i c e 
3 . Open a i r 
2 . 5 Do you take b a t h a t? 
1 . S e p a r a t e bathroom 
2 . Community t a p w a t e r s u p p l y 
3 . we11/Pond/River 
2 .6 How do you p r o t e c t f rom m o s g u i t o e s & f l i e s ? 
1 . Windows and d o o r s have n e t 
2 . U s i n g m o s q u i t o n e t / m o s q u i t o r e p e l l a n t 
3 . No t u s i n g mosqu i t e n e t / m o s q u i t o r e p e l l a n t 
-: 4 
2 . 7 Where do you wash your u t e n s i l s ? 
1 . I n K i t c h e n 
2. A t Va randa 
3 . A t community t a p / w e l l 
2 . 8 Where do you s t o r e cooked and e d i b l e a r t i c l e s ? 
1 . I n R e f r i g e r a t o r 
2 . Other h y g i e n i c s p l a c e 
3 . Do n o t c a r e / u n h y g i e n i c 
2 . 9 How do you Cook f ood? 
1 . G a s / E l e c t r i c i t y 
2 . K . O i l / w o o d 
3 . U p l l a 
2 .10 Have you r house a d e q u a t e v e n t i l a t e d ? 
1 . Yes 
2 . No 
3. I n d i . 
(B ) WATER SUPPLY AND DRAINAGE; 
2 .11 From where do you g e t d r i n k i n g w a t e r ? 
1 . Tap 
2. Handpump 
3 . W e l l / r i v e r 
2 .12 Where do you s t o r e d r i n k i n g w a t e r ? 
1 . I n R e f r i g e r a t o r 
2 . I n c o v e r e d and h y g i e n i c 
3 . Uncove red n o n - h y g i e n i c 
2 .13 From where do you g e t w a t e r f o r use o t h e r than d r i n k i n g ? 
1 . Tap 
2 . Handpump 
3. K e l l 
- i 5 
2.14 Where do you d i s p o s e o f f w a s t e w a t e r f rom house? 
1 , Adequa te a r r angement 
2 , D i t c h a round the house 
3 , Goes nea r by pond 
2 .15 Do you have c o v e r e d d r a i n i n your l o c a l i t y ? 
1 . Pucca and c o v e r e d 
2 . Kachcha and uncove r ed 
3 . No t a t a l l 
2 .16 Where do you d i s p o s e o f f your r e f u s e ( g a r b a g e s ) ? 
1 . P r o p e r p l a c e 
2 . Out s i d e the house 
3 . Any where 
2 .17 I s r u n n i n g b a c k o f the b a t h w a t e r i n t o the w e l l 
d ange rous? 
1 . Yes 
2 . No 
3 . Do no t know 
2 .18 Do you t a k e s a f e w a t e r f o r d r i n k i n g ? 
1 . Yes 
2 . No 
3 . I n d i . 
2 . 19 Do p e o p l e o f you r l o c a l i t y use b l e a c h i n g 
powder t o p u r i f y w a t e r i n w e l l s / w a t e r " ^ n k s ? 
1 . Yes 
2. No 
3 . Some-t ime 
2 .20 Do you t h i n k t h a t d r i n k i n g w a t e r o f t e n 
the c a u s e o f I n t e s t i n a l d i s e a s e ? 
1 . Yes 
2 . No 
3 . DK/Ind . 
6 
(C) FOOD AND DIETRY HABIT; 
2 .21 A re you v e g e t a r i a n ? 
1 . V e g e t a r i a n 
2 . N o n - v e g e t a r i a n 
3 . No t p a r t i c u l a r 
2 .22 Do you a l w a y s cook f r e s h f o o d whenever you need? 
1 . F r e s h Food 
2 . P a r t l y f r e s h 
3 . N o t p a r t i c u l a r 
2 .23 Do you a v o i d u s i n g s e m i r o t t e r n f r u i t & Veq ,? 
1 . Do n o t take such t h i n g s , 
2 . We t ake them 
3 . N o t p a r t i c u l a r 
2 .24 Do you b o i l m i l k b e f o r e use? 
1, Ye s 
2 , No 
3 , I n d i , 
2 .25 Do you c a r e t h a t f o o d veqe and f r u i t s s h o u l d 
be p r o p e r l y washed b e f o r e use? 
1 , Ye s 
2 , No 
3 , No t p a r t i c u l a r 
2 .26 Do you c a r e a b o u t the a c c e s s of f l i e s ? 
1 , Yes 
2 , No 
3 , Sometime 
_. 7 • — 
2 .27 Do you a l l o w your c h i l d r e n and f a m i l y members 
t o p u r c h a s e c h a t and snacks by v e n d o r s ? 
1 . Yes 
2 . NO 
3 . Not a t a l l 
2 .28 Do you p a r t i c u l a r l y t ake c a r e of d u s t and d i r t 
n o t m ix ing w i t h your f o o d and o t h e r e d i b l e i tems? 
1 . Yes 
2 . No 
3 . Not p a r t i c u l a r 
2 . 29 A r e you a l w a y s c a r e f u l a b o u t the c l e a n l i n e s s of you r 
u t e n s i l s . K i t c h e n and p l a c e where you t ake f o o d ? 
1 . Yes 
2 . No 
3 . Not p a r t i c u l a r 
2 .30 Do you t h i n k t h a t b o t t l e f e e d i n g i s more H y g i e n i c ? 
1 , Yes 
2 , No 
3 , I n d i . 
(D) PERSONAL HYGINE; 
2 .31 Do you e a t w i t h o t h e r members o f you r f a m i l y o u t o f 
the common u t e n s i l s ? 
1 . Yes 
2 . No 
3 . Not p a r t i c u l a r 
2 .32 A re you v e r y much p a r t i c u l a r a b o u t c u t t i n g yoxir n a i l s ? 
1 . Yes 
2 . No 
3 . No t p a r t i c u l a r 
8 
2 .33 Do you and your c h i l d r e n wash your hand a f t e r t o i l e t ? 
1 , Soap 
2, Mud 
3, No t p a r t i c u l a r 
2 .34 Do you c l e a n your t e e t h d a i l y ? 
1 . B r u s h 
2. Datan/Man jan 
3 . N o t p a r t i c u l a r 
2 .35 Do you t ake b a t h d a i l y ? 
1 . Yes 
2 . No 
3 . No t p a r t i c u l a r 
2 .36 Do you wea r shoes? 
1 , Ye s 
2 , Do n o t wea r 
3, Sometime 
2 .37 Do you b e l i e v e t h a t you s h o u l d w o r r y a b o u t the c l e a n -
l i n e s s o f you r house and n o t the o u t s i d e v i c i n i t y ? 
1 . Yes 
2 . No 
3 . Do n o t know 
2.38 Are you careful about washing your hands before 
you take meal? 
1 . Yes 
2. No 
3 . I n d i . 
- I 9 
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2 .39 Do you t ake f o o d any p l a c e where you f e e l c onven i en t? 
1. Yes 
2. NO 
3 . I n d i . 
2 .40 Do you c a r e f u l a b o u t e x c e s s o f f l i e s ? 
1 . Yes 
2 . No 
3 . No t p a r t i c u l a r 
CULTURAL CONTRAINTS; 
3 . 1 Do you t h i n k t h a t the i n t e s t i n a l d i s e a s e s c o u l d be t r a n s -
m i t t e d t o your f a m i l y members by your n e i g h b o u r s ? 
1 . Yes 
2. No 
3 . Ind/DK 
3 . 2 Do you f e e l t h a t i n t e s t i n a l d i s e a s e s a r e t r a n s m i t t e d 
due t o poo r e n v i r o n m e n t a l c o n d i t i o n s ? 
1 . Yes 
2 . No 
3 . Ind/DK 
3 .3 Do you f e e l t h a t one s h o u l d no t b o t h e r t oo much a b o u t 
the I n t e s t i n a l P a r a s i t e s ? 
1 . Yes 
2 . No 
3 . I n d i . 
3 .4 Do you t ake p r e c a u t i o n s a g a i n s t the u n h y g i e n i c 
n e i g h b o u r m i x i n g up w i t h y o u r f a m i l y members? 
1 . Yes 
2 . No 
3 . Ind ./DK 
10 :-
3 . 5 Do you t h i n k t h a t you and you r f a m i l y s h o u l d have r e l a -
t i o n s o n l y w i t h t h o s e p e r s o n s who c a r e f o r c l e a n l i n e s s ? 
1. Yes 
2. No 
3 . I n d i . 
3 . 6 Do you f e e l t h a t m a j o r i t y o f the p e o p l e o f your 
l o c a l i t y a r e no t p a r t i c u l a r a b o u t e d u c a t i o n ? 
1 . Ye s 
2 . No 
3 . I n d i . 
3 . 7 Do you t h i n k t h a t i n the p r e s e n t c i r c u m a s t a n c e s t h a t 
p r e v a i l i n you r l o c a l i t y i t i s g e n e r a l t r e n d not t o 
g e t e d u c a t i o n ? 
1 . Yes 
2 . No 
3. Indi, 
3 . 8 Do you t h i n k t h a t s u f f e r i n g w i t h the d i s e a s e i s the 
m a t t e r o f chance or luck? 
1 , Yes 
2 , No 
3 , I n d i . 
3 . 9 Do you f e e l t h a t the m a j o r i t y of the p e o p l e do n o t 
r e a l i s e the g r a v i t y of I n t e s t i n a l P a r a s i t e s ? 
1 , Yes 
2 , No 
3 , I n d i . 
Do you f e e l t h a t m a j o r i t y of the p e o p l e do n o t know 
I n t e s t i n a l P a r a s i t e s o r i g i n a t e s and s p r e a d s ? 
1 , Yes 
2 , No 
3 , I n d i . 
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3 .11 Do you t h i n k t h a t m a j o r i t y of the p e o p l e do n o t 
know what p r e c a u t i o n s they have t o t ake i n o r d e r 
to save themse l v e s f r o m p a r a s i t e s ? 
1 . Yes 
2 . No 
3 . I n d . 
3 .12 Do you t h i n k t h a t i n the c o n d i t i o n o f v i l l a g e i t 
i s d i f f i c u l t t o m a i n t a i n p e r s o n a l c l e a n l i n e s s ? 
1 . Yes 
2 . No 
3 . I n d . 
3 .13 Do you f e e l t h a t the p e o p l e of your l o c a l i t y due t o 
economic and s o c i a l c o n d i t i o n s dp n o t mind the 
u n h y g i e n i c c o n d i t i o n o f t h e i r s u r r o u n d i n g s ? 
1 . Yes 
2. No 
3 . I n d . 
3 .14 Do you f e e l t h a t the p e o p l e of the v i l l a g e p r e f e r t o 
l i v e i n n a t u r a l s u r r o u n d i n g s whe the r h y g i e n i c o r 
u n h y g i e n i c ? 
1 . Yes 
2 . No 
3 . I n d . 
3 .15 Do you t h i n k t h a t p e o p l e o f you r l o c a l i t y do n o t 
i n t e r e s t e d to m o d i f y the n a t u r a l s u r r o u n d i n g s due 
t o t h e i r s o c i a l and economic c o n d i t i o n s ? 
1 . Yes 
2 . No 
3 . I n d . 
3 .16 Do you f e e l t h a t p e o p l e of your l o c a l i t y do no t g e n e r a l l y 
go t o the p r i m a r y h e a l t h c e n t r e f o r t r e a tment? 
1 . Yes 
2 . No 
3 . I n d . 
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3 .17 Do you f e e l t h a t p e o p l e of your l o c a l i t y g e n e r a l l y p r e f e r 
t o a p p l y t h e i r own d e v i c e s t o cu re the d i s e a s e s ? 
1 . Yes 
2 . No 
3 . I n d , 
3 .18 Do you f e e l t h a t the p e o p l e o f the v i l l a g e c o n s i d e r 
i t s u p e r f l o u r s t o c o n s u l t the d o c t o r s ? 
1 . Y e s 
2 . No 
3 . I n d . 
4 . PATIENT 'S PERCEPTION; 
4 . 1 Do you f e e l t h a t d i s e a s e s a r e c au sed by some d e f i c i e n c y 
o r j u s t an ove r p o w e r i n g o f e v i l s p r i t s ? 
1 . D e f . 
2 . E v i l S p . 
3 . Ind/DK 
4 . 2 Do you thinlc t h a t you become s i c k due t o some ones 
s p e l l on you? 
1 . Ye s 
2 . No 
• 3 . Ind/DK 
4 .3 Do you f e e l t h a t you become v i c t i m of t h e s e p a r a s i t e s 
due t o some of your misdeeds? 
1. Yes 
2 . No 
3 . Ind/DK 
4 .4 Have you c o n s u l t e d any f a i t h h e a l e r o r some o t h e r 
mag ic man t o r e l i e v e you of t h i s e v i l ? 
1 . Yes 
2. No 
3 . DK/Ind , 
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4 . 5 Do you t h i n k t h a t t h e r e a r e some ways to c u r e t h e s e 
d i s e a s e s o t h e r than t h o s e o f the modern med ic ine? 
1 . Ye s 
2 . No 
3 . DK 
4 . 6 Do you f o l l o w the I n s t r u c t i o n of you r p h y s i c i a n ? 
1. Y e s 
2 . To some e x t e n t 
3 . No 
4 . 7 Do you t h i n k t h a t d o c t o r i s c o r r e c t when he s ay s t h a t 
i f one f a m i l y member s u f f e r s f rom p a r a s i t i c i n t e s t i n a l 
d i s e a s e , who l e of the f a m i l y becomes v u l n r a b l e ? 
1 . Y e s 
2 . No 
3 . Ind/DK 
4 . 8 Do you c o n s u l t the p h y c i c i a n when you f a l l i l l ? 
1 . Yes 
2 . No 
3 . Ind/DK 
4 . 9 Do you t h i n k t h a t one s h o u l d not g o t o p h y s i c i a n 
f o r minor d i s e a s e s ? 
1. Yes 
2 . No 
3 . Ind/DK 
4 .10 Do you f e e l t h a t p h y s i c i a n sometimes f o o l t h e p e o p l e 
t o e x t r a c t money? 
1 . Ye s 
2 . No 
3 . Ind/DK 
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4 .11 Do you b e l i e v e t h a t many d i s e a s e s a r e c a r r i e d t o 
man th rough c a t t i e s and o t h e r an ima l s? 
1 . Yes 
2 . No 
3. Do not know 
4 .12 Do you b e l i e v e t h a t t h e r e a r e d i s e a s e s t h i c k 
can be c a u s e d by human f e a c e s ? 
1 , Ye s 
2 , No 
3 , Do n o t know 
